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Foreword

CURRENT INTEREST in mental retardation and the outstanding
increase in support for research and training in this field have
dictated the publication of the present report, which represents an
attempt to summarize, organize, and criticize the words used to
describe various phenomena of mental retardation. Although not
designed to answer problems, it does underscore difficulties and
should clarify some of the field's confusion, for words and concepts
influence the way one perceives problems and inevitably influence
the actions taken.

Because so many different kinds of professional people are
involved in dealing with mental retardation, and because each of
them has a specific background of professional terminology different
from other professionals, differences in terminology can lead to a
Tower of Babelwith physicians, teachers, administrators, psy-
chologists, and social workers each speaking his own brand of
jargon. Moreover, not to be overlooked are emotional involvement
in the problems, as well as the slippery and negatively tinged con-
notative meanings of terms. Also, underlying the specific words
used are a number of very complex, subtle assumptions and con-
cepts that are rarely made explicit. In fact, within some professional
disciplines these concepts are probably never even mentioned,
much less discussed or understood. So, unfortunately, words are
used and decisions made with little awareness of their implications.

Well recognized are the attempts of the American Association
on Mental Deficiency and others to define and classify terms in
this field. As early as 1919 the Association (then the American
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Association for the Study of the Feebleminded) established a
Committee on Clarification add Statistics. More recently (1959)
it published a manual on definition, medical classification, be-
havioral classification, and statistical reporting and a glossary.
Without doubt, the study reported here can be utilized in the
continuing search for means of measuring adaptive behavior of
the mentally retarded.

Following the collection of data for the present study, Pro-
fessor Irving Lorge offered a proposal envisioning "coding pro-
cedures with geometric codes for factors such as etiology, specific
disabilities and abilities, and sensory handicaps and a graded score
for the quantifiable and pseudo-quantifiable factors such as quo-
tients or self help." (Woods Schools Conference, 1959) He re-
quested support for a national clearing house of data for follow-up
on education and vocational careers. In the pooling of data, he
felt that "the items or item clusters indicative of etiology and/or
of functioning level and/or of future performance could be identi-
fied so that a standardized minimum list and appraisal battery could
be established for control purposes allowing more and more time
for fruitful research."

Dr. Lorge's far-reaching plans were to be snuffed out by his
untimely death in 1961. However, his colleagues Prof. Joel Davitz
and Lois Davitz have completed the on-going study and skillfully
presented a tentative multidimensional system for the definition of
terms. This system contains a number of dimensions divided into
subcategories representing either qualitative or quantitative differ-
ences. Suggested are broad categories of etiology, intelligence,
maturation, psychological and social status, physical and environ-
mental status, and prognosis that should prove useful to both
service and research personnel and might be instrumental in in-
creasing communication of meanings with some concrete reference.
It is certainly an important step in a worthwhile direction.

FRANCES P. CONNOR
Head, Department of Special Education
Teachers College, Columbia University
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Introduction

THE PURPOSE of this report is to review terminology and concepts
in mental retardation. Results of a content analysis of the literature
are presented, and major concepts related to classification and
diagnosis are reviewed. Problems and issues in terminology are
discussed and, finally, recommendations are proposed for the defi-
nition and usage of terms.

PROCEDURE

One hundred and eighty-eight articles, monographs, and books,
in addition to state laws and regulations of ten representative cities,
were reviewed, and definitions of suggested terms and criteria for
diagnosis were analyzed for content. The analysis consisted of
classifying 7.ach bit of information in a proposed definition into
one of seven content categories. These categories, developed on a
preliminary review of the literature, were designed to classify the
wide range of information contained in discussions of etiology,
functioning, and prognosis of the mentally retarded.

Categories of Analysis

1. Etiology includes information concerned with causes of
mental retardation. In general, this involves broad distinctions of
etiology, such as familial or acquired, but does not consider spe-
cific medical discussions of causal factors or detailed medical
classifications of clinical types.

1



2 TERMINOLOGY AND CONCEPTS IN MENTAL RETARDATION

2. Intellectual functioning includes any estimate or description
of intellectual functioning and usually is presented in terms of
intelligence quotient (IQ) or mental age (MA). The category is
concerned primarily with functioning rather than with intellectual
potential. Statements about possible changes in intelligence are
considered under prognosis.

3. Educational functioning includes statements about educa-
tional achievement or educational handicaps and problems. When-
ever mentioned in the llterature, specific grade level of achievement
or degree of educational retardation is noted.

4. Maturation and social competence includes the development
of motor, social, and self-help competencies, such as toilet training,
feeding, and dressing, as well as more advanced social and voca-
tional abilities. This category is concerned with the ability of the
individual to function in everyday life, and is based on an integra-
tion of not only Gesell's concept of developmental levels, but also
Doll's concept of social maturity. Both current functioning and
history of development are considered.

5. Psychological (functioning and status) is concerned with
emotional adjustment, temperamental stability, and characteristic
interpersonal behavior.

6. Physical and environmental (status) concerns information
relevant to sensory and motor functioning, speech, general health,
and other physical characteristics. Also included in this general
category are statements about important environmental factors,
such as degree of deprivation or stress.

7. Prognosis involves estimates of predicted functioning and
is particularly concerned with permanence of the condition, re-
versibility, and improvement.

RESULl'S

Terms found in the literature have been grouped according to
similarity of definition, purpose, and usage. The results are pre-
sented on the basis of these groupings. The five groups of terms
are: ( I) general terms; (2) etiological terms; (3) terms concerned
with degree of retardation; (4) educational terms; and (5) legal
terms, In addition, the concept of pseudo-feeblemindedness and
problems of diagnosis are discussed.
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For each group of terms, a summary of the content analysis is
presented in tabular form, all tables following the same general
pattern of presentation. In each table, the major terms, synonyms,
and functionally equivalent terms are listed first. Each of the re-
maining sections deals with one of the seven categories of analysis,
starting with etiology and continuing down to prognosis. The
various factors proposed in the definition of a given term are
listed after that term in the appropriate sections. Within each
section, subanalyses indicate specific and significantly different
ideas, cach followed by the bibliographic number of the reference
which contains that idea. These refer to the numbered lists of
references on pages 105 through 115. The tables may be read part
by part (each major term and its subsidiary categories together
constituting one part) to summarize the variety of ideas contained
in several definitions of a given term; or the tables may be read
as a whole to summarize the various points within one category.
Finally, the frequency with which any point is mentioned may
be obtained by counting the number of references listed after that
point, and the specific writers who have mentioned each point may
be identified in terms of the list of references.

In addition to the tables, the definitions are summarized in the
discussion of each group of terms, the major areas of agreement
and disagreement are noted, and the important issues and problems
raised by each group of terms are discussed.



General Terms

GENERAL TERMS refer to the broad area of mental retardation.
Those terms used most frequently are: (1) feebleminded; (2)
mentally defective; (3) mentally retarded. Each of these terms
will be discussed separately, and a summary of the content analysis
of these terms is presented in Table I (pp. 14-17).

CONTENT ANALYSIS

Mentally Retarded

Etiology: Many writers state that mental retardation is a condi-
tion of constitutional disturbance which may be inherited or ac-
quired. Others limit the term mental retardation to individuals who
have no organic disorder but whose lowered intellectual functioning
may be accounted for by environmental factors.

Intelligence: A majority of the writers state that mental re-
tardation is a condition of below-normal intelligence or inferior
mental functioning. A few writers place the maximum IQ at 90;
others consider 75 the upper limit.

Education: There is general agreement that the mentally re-
tarded are unable to master the traditional academic curriculum
but may be amenable to certain types of training and special pro-
grams of instruction.

Maturation and social competence: A number of writers state
that the mentally retarded mature at an arrested rate of develop-
ment. Opinions vary about social competence as a criterion for
4
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differentiating mental retardation from mental effectiveness. Somewriters reserve the term mental retardation for those individualswho are, or may become, socially competent, while the termmental defectiveness refers to those who are, and will remain,
socially incompetent. Other writers include both socially competentand socially incompetent persons in defining mental retardation.

Psychological: A majority of writers state that mentally re-tarded individuals characteristically are subject to personality dis-turbances and emotional difficulties. Other writers suggest that
personality variations among the mentally retarded are similar tothose found among normals.

Physical and environmental: Several writers maintain that, insome instances, mental retardation is attributable to inferior en-
vironmental conditions. A few writers note that secondary physicaland speech handicaps frequently accompany retardation.

Prognosis: Some retarded individuals may become socially
competent.

Feebleminded

Etiology: There is general agreement that feeblemindedness
signifies arrested or incomplete cerebral development. This physio-logical condition may be inherited or acquired. There are, ofcourse, instances in which etiology may involve both inherited and
acquired factors, and instances in which the cause is unknown. A
major aspect of many definitions, however, is that a constitutional
disturbance is evident from birth or early age.

Intelligence: Feebleminded are a heterogeneous group of in-dividuals with one principal common factor: below-normal intelli-gence. A few writers propose a statistical definition, such asassigning the lowest three per cent of the population to the
feebleminded category. A few writers state that all IQ scoresbelow 70 fall within a feebleminded classification; however, mostdefinitions merely state that the feebleminded are of lowered in-
tellectual ability.

Education: Writers agree that feebleminded individuals are notamenable to traditional classroom instruction and do not profitfrom academic education. Specialized education and training maybe feasible, and feebleminded individuals may acquire some occu-pational skills or desirable social habits in an atmosphere suited
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to their special needs. The basic condition cannot be altered, but
education and training may serve to increase the social adequacy
of the feebleminded person.

Maturation and social competence: General development pro-
ceeds at an arrested rate or is halted completely at an early age.
Because of generally retarded maturation and the lack of intel-
lectual ability, the feebleminded individual usually is considered
socially incompetent. Specifically, this incompetence involves an
inability to manage successfully personal affairs or to be econom-
ically productive. Because of social incompetence, supervision and
protection are necessary. A few authors suggest that a feeble-
minded person may be trained sufficiently to take a place in
society or be self-supporting if environmental conditions are favor-
able.

Psychological: Severe personality disturbances may accompany
feeblemindedness.

Physical and environmental: Many feebleminded persons are
physically inferior, and motor, speech, or sensory defects are
characteristically present.

Prognosis: Essentially, the condition is permanent and cannot
be reversed by either treatment or training.

Mentally Defective

Etiology: Writers generally agree that mental deficiency repre-
sents a developmental arrest or incompleteness from birth or
early age. Some writers state that the deficiency is organic, physio-
logical in basis, and is a result of certain causes, acquired, in-
herited, mixed, or unknown factors. Several writers note that
mental defectives are an etiologically heterogeneous group of in-
dividuals who show a variety of clinical manifestations.

Intelligence: Writers agree that mental deficiency is evidenced
in lowered intellectual performance, with a maximum IQ of 70 to
75.

Education: The mentally defective are unable to attend profit-
ably regular academic classes. Special facilities with curricula or
programs designed for persons with low intelligence may improve
or partially compensate for basic intellectual limitations.

Maturation and social competence: The mental defective's
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maturation differs from that of normals. For example, maturation
landmarks, such as walking or talking, appear later than normal.
Socially incompetent, the mental defective is unable to manage his
affairs, to care for his personal needs, to exercise good judgment
and precaution, or to compete successfully in a normal environ-
ment. Thus, supervision is necessary.

Psychological: A majority of writers state that mental defec-
tives are prone to emotional disorders. Several authors assert that
the personality of mental defectives is not essentially different from
that of intellectually normal persons, and that the defective can
respond successfully to psychiatric treatment.

Physical and environmental: Writers generally agree that
physical disabilities such as motor and speech handicaps are
frequently present in mentally defective individuals. A large pro-
portion of the writers are in agreement concerning the general
inferiority of the environment in which mental defectives charac-
teristically live. Typically, a defective individual comes from a
socially and culturally deprived family of low socio-economic
status.

Prognosis: Mental defectiveness is essentially an incurable
condition. A majority of writers indicate that deficiency is per-
manent, notwithstanding the fact that superficially the individual
may benefit from training. A few writers state that nonorganic
deficiency potentially is reversible.

DIFFERENTIATION AMONG GENERAL TERMS

The content analysis reveals substantial agreement among
writers in the definitions of general terms. With the exceptions
noted in Table I, there is considerable agreement in the criteria
used to define these terms. Differentiation among the three major
terms is somewhat tenuous, particularly for mental deficiency and
feeblemindedness. The two criteria sometimes used to differentiate
mental retardation from other general terms are: (1) nonorganic
etiology; and (2) potential social competence. Both criteria imply
possible change in the fundamental condition underlying mentally
retarded functioning.
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PROBLEMS AND ISSUES

Place of IQ in diagnosis and terminology

The observation that some people function intellectually at abelow-normal level is the central fact defining the area of mentalretardation. However, in the literature, there is much dissatisfactionwith the measures of intelligence. For example, some writers em-phasize the cultural biases of intelligence tests; other writers em-phasize the fe.ct that factors other than intellectual ability, such asemotional adjustment, influence intelligence test performance. Inaddition to dissatisfaction with measures of intelligence, manywriters have pointed out that factors other than IQ, such as self-help abilities, temperamental stability, physical status, and environ-mental pressure, determine to a large extent the therapeutic,educational, or legal action to he taken. Finally, a number ofwriters in the recent literature have argued that the intelligence testwas designed to predict school performance, and though the IQmay be adequate for that purpose, the treatment, training, andeducation of the mentally retarded must consider broader areas ofnonacademic functioning in the community. These writers arguethat for this wider range of social behavior, the IQ is not an ade-quate predictive measure.
The criticisms of intelligence tests and the arguments againstthe use of an IQ as the sole criterion for a diagnosis seem to havea good deal of face validity. However, for current practical pur-poses, arguments against intelligence tests lead to a difficult, ifnot untenable, position. Intellectual functioning that is lower thannormal appears to be the only factor generally agreed upon ascharacteristic of the group of persons labeled mentally retarded.Almost everything else about this group involves widespread in-dividual differences. Perhaps it is too obvious to mention, but thefact is that intelligence tests currently available are the only re-liable means of measuring intelligence. If these tests are discarded,almost the only reliable measure available, albeit a faulty andlimited one, would be eliminated as one basis for defining mentalretardation. Other factors, such as social competence, currentlycan be measured only with great difficulty, grossness, and unreli-
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ability. Therefore, assuming that the general area of mental re-
tardation represents a meaningful and socially useful categorization,
elimination of intelligence tests and IQ in diagnosis probably would
leave the practical field in chaos.

Recognizing the faults and limits of intelligence tests, other
considerations support the appropriate use of these tests in the
diagnosis of mental retardation. Although intelligence tests indeed
are culturally biased, there is not available at the present time
any well-standardized and practically useful culture-free test of
intelligence that has been rigorously validated against predictions
of broader social competence. Perhaps this reflects the fact that
the development of such a test is impossible, that a person does
not function independently of the culture of which he is a member.
"Intelligence," as estimated by some observation of behavior,
necessarily deals with functioning that is influenced by particular
cultural limits, demands, and opportunities. Furthermore, measures
of other dimensions of functioning are difficult, frequently imprac-
tical, and sometimes impossible. This suggests an important area of
activity for the theoretician and researcher concerned with the
development of such measures, but it also imposes limits on current
practice dependent upon suitable and realistic techniques of meas-
urement. Finally, the relationship between IQ and broader social
functioning undoubtedly is lower than the correlation between IQ
and school achievement; however, IQ and social achieveme... prob-
ably are not independent of each other. On the basis of very limited
evidence, which will be reviewed in the discussion of follow-up
studies, it does not seem unreasonable to hypothesize a low, but
positive, correlation between IQ and various aspects of broader
social competence. In a culture largely dependent upon symbolic
activity, it would not be surprising to find that some estimate of
symbolic ability, such as the IQ, is positively related to success in
the culture.

Notwithstanding the possible usefulness of the concept of in-
telligence in a broad theoretical sense, a practical problem involves
the fact that an IQ is a function of the test used to measure in-
telligence, and the intercorrelations among the tests are not perfect.
In fact, the correlations between some tests are relatively low.
Thus IQ means different things, depending in part on the test used.
At the present time, there is not consistent empirical evidence in
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support of the superiority of a particular test for the purpose ofdiagnosing mental retardation. However, the Stanford-Binet hasbeen widely used and has relatively greater precision at the lowerlevels of intelligence in comparison to a test such as the Wechsler
Intelligence Scale for Children. This would tend to support utiliza-tion of the Binet, or some standard equivalent, as one operationalbasis for defining terms. But the specification of one test for defin-ing intelligence undoubtedly would be inadequate; a full descriptionof intellectual functioning would involve a battery of tests designed
to measure diverse aspects of intellectual functioning. Thus adefinition might involve one primary measure or IQ plus a standardset of supplementary measures. Whatever these measures are, thereis obvious need for some specification and agreement concerningthe operations used to define intelligence.

In summary, many writers assert that the IQ is not enough fordiagnosis of mental retardation, and there is little disagreement
with this general r osition. However, to minimize the importance
and usefulness of intelligence tests probably would do a disserviceto the field. Rather than argue about the value of intelligence testsand reiterate the fact that IQ does not completely describe aperson, it would seem more useful in the long run to focus research
on developing adequate measures of factors other than intelli-gence. For practical purposes at the present time, the limits andfaults of intelligence tests must be recognized and IQ used as only
one important factor in diagnosis and terminology. There would heno reasonable gain from minimizing the one variable in definitionsthat is currently measurable and related to at least some limitedaspect of future functioning. Certainly IQ is not enough; but the
development of more adequate and comprehensive measures offunctioning will be more valuable than the construction of new
terminologies involving words without measurable reference.
Remediable vs. irremediable

Some writers suggest that one general term, such as mental
deficiency, be used to denote individuals whose defectiveness isirremediable, despite superficial changes which may result fromeducation or training. For these writers, a second general term,such as mental retardation, is reserved for individuals who may
fundamentally improve as a result of various forms of therapy,
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education, and training. The mentally retarded would include in-
dividuals without organic defects 'hose lowered intellectual func-
tioning may be a result of factors such as environmental depriva-
tion or emotional problems.

One difficulty with this proposal is the accuracy of diagnosis
required to discriminate validly between remediable and irremedi-
able cases. A central problem in mental retardation is the lack of
reliable, valid, and precise measurement techniques; for a differ-
ential diagnosis of remediable vs. irremediable, the problem of
adequate measurement is crucial. For example, if the term mental
retardation denotes remediable cases in which environmental or
emotional factors are the primary causes of lowered functioning,
the precise measurement of such factors would be a sine qua non
of accurate diagnosis. However, current measures of emotional
disturbance and environmental deprivation are, at best, gross and
relatively unreliable. Furthermore, current knowledge about prog-
nosis and etiology is limited, particularly in those cases involving
multiple, interacting causal factors. There is little question about
the prognosis for persons with severe cerebral defects, but these
involve only a small proportion of the mentally retarded. For a
larger proportion of the mentally retarded, particularly those func-
tioning at a higher intellectual level, knowledge of etiology and
prognosis hardly seems sufficient at the present time to warrant a
clear-cut differentiation between remediable and irremediable.

Although the danger of making an invalid "irremediable"
diagnosis has been stressed in the literature, the danger of not
making a valid "irremediable" diagnosis has received little atten-
tion. Nevertheless, such dangers are real and important. Despite
the fact that a child's intellectual functioning cannot be improved,
other aspects of functioning, such as self-help abilities and perhaps
even simple vocational skills, may be of great importance for an
individual's potential adjustment. Failure to make a valid "irreme-
diable" diagnosis conceivably may lead to inappropriate action,
such as trying to increase the intellectual and vocational skills of
a person for whom an appropriate acceptance of permanent deficit
would lead to more helpful and realistic attention to self-help
skills and other nonintellectual aspects of functioning. Obviously,
for persons whose intellectual retardation is permanent, the most
effective therapeutic and educational action must be planned within
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expectations andineffectual action.
In summary, the discrimination, both in diagnosis and in ter-minology, between remediable and irremediable retardation is animportant and worthwhile goal. Any system of terminology musteventually make this kind of distinction if the terminology is toserve as an effective guide to action. Perhaps the remediable-irremediable dichotomy might be refined to deal with degrees ofpotential improvement or remediability. But some indication ofprognosis inevitably is an important concern. At the present time,however, because of inadequate measures and limited knowledgeabout etiology and prognosis, the precise diagnostic distinction be-tween remediable and irremediable seems to be a somewhat un-realistic basis for practically useful terminology. Perhaps a morerealistic view is the recognition that developing accurate diagnosticprocedures for making such a distinction would be an invaluablecontribution, and there would seem to be little or no gain achievedby substituting word systems for research designed to solve thediagnostic problem.

Heterogeneity vs. homogeneity

The general area of mental retardation includes persons with avariety of etiologies, different developmental histories, psycho-logical characteristics, and social competencies. Thus, it is arguedin the literature, any single term for the entire area of mentalretardation implies a homogeneity which actually covers a widerange of heterogeneous
persons. On the other hand, there appear tobe some positive intercorrelations among various areas of func-tioning. The observation that the intellectually retarded tend tobe physically weaker and emotionally less stable than normalswould argue for some degree of functional homogeneity. However,many of these intercorrelations, though positive, tend to be low andperhaps unreliable. In fact, there is little consistent informationabout interrelationships among various aspects of functioning, moststatements of homogeneity being based on clinical observationswithout substantial data to support conclusions about either homo-geneity or heterogeneity.
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Any system of terminology is bond to abstract from the con-
crete events to which the terms refer; therefore, any term will imply
a homogeneity which at a lower level of abstraction, closer to the
observation of actual events, will include heterogeneous phenom-ena. One ultimate goal of terminology is to provide a system of
generalizations which provides the most useful level of abstracted
homogeneity; that is, symbols which make a significant difference
for action. But current evidence about mental retardation does not
permit a confident decision about the level of abstraction at which
terminology is most useful. Granted that people are homogeneousin some ways and heterogeneous in others, labeling a group of
persons on the basis of whatever homogeneity may exist depends
upon knowledge of the concrete similarities and differences and
the pragmatic value of emphasizing certain similarities and neglect-
ing other individual differences. Historically, the mentally retarded
have been clustered together because of some homogeneity of in-
tellectual functioning. But in the more recent literature writers
have proposed that this kind of intellectual homogeneity is less
important than the heterogeneity of other functional aspects of
the mentally retarded. Nevertheless, any single term to cover the
area will imply at least some homogeneity and will necessarily be
based on an abstraction of some commonality from individuals
who, in other ways, are different from each other. Therefore, if
it is useful to cluster together individuals whose intellectual func-
tioning is below normal, the terminology must be based on the
recognition of at least this homogeneity. In addition, the system
of terminology must also provide some means of recognizing and
making explicit those aspects of heterogeneity within the group
which reflect actual individual differences useful to account for in
any particular situation.

In summary, the problem of heterogeneity vs. homogeneity re-
flects the fact that people have been grouped on the basis of certain
characteristics, specifically lower-than-normal intellectual function-
ing. Within this group, however, there are many individual dif-
ferences important for various purposes. Thus, a system of
terminology must be based on the limited homogeneity of the
mentally retarded and must also provide some means of recognizing
individual differences within the group.
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TABLE I

GENERAL TERMS

Mentally Retarded

Equivalent terms, terms used synonymously:
Intellectually crippled;Feebleminded; Mentally deficient; Borderline dull; Moderately retarded;Highest grade (includes borderline normals, clinically feebleminded);Mentally handicapped (includes feeblemindedness, mental deficiency,idiot, imbecile, moron); Nonacademic pupil; Mental subnormality;Culturally relative; Intellectual subnormality

Etiology:
a) constitutional disturbance; may be congenital or acquired, frombirth or early age (4, 5, 69, 139, 159, 169, 188)b) absence of organic deficit (100)

Intelligence:
a) below normal intelligence, i.e., statistical concept; inferior men-tal functioning (4, 75, 87, 100, 150, 151, 168, 169, 179, 182)b) IQ below 90 (159, 162, 179)
c) IQ below 75 (75, 78, 159, 174)

Education:
a) amenable to education (75)
b) may be amenable to training or therapy (76, 188)c) unable to attend regular schools (121)
d) less than average ability to retain curriculum knowledge (4, 75,159, 168, 169, 182)

Maturation and Social Competence:
a) arrested rate of development (4, 75, 95)
b) maximum opportunity for development is ages 3, 4, 5 (99)c) social competence possible, e.g., vocational competence (50,75, 78, 151, 179, 188)
d) socially incompetent, e.g., lack of adaptive social behavior (4,50, 159, 181)

Physical and environmental:
a) may have inferior environments, e.g., culturally deprived (4,35, 76, 151, 162)
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b) language defects, e.g., speech handicaps (95, 159)

Feebleminded

Equivalent terms, terms used synonymously: Mentally deficient;
Intellectually crippled; Intellectual inadequacy; Retarded; Mental back-
wardness; Mildly subnormal (culturally relative terms); Relative
feebleminded, Absolute feebleminded; Severely subnormal (includes
moderate subnormality, mild subnormality)

NOTE: British use term feebleminded differently; British feeble-
minded corresponds to American moron group

Etiology:
a) arrested or incomplete cerebral development (32, 38, 41, 42,

46, 47, 50, 52, 106, 138)
b) constitutional disturbance; physiological condition from birth

or early age (22, 32, 41, 46, 47, 50, 114, 137, 138, 140, 146)
c) may be inherited or acquired (41, 114)

Intelligence:
a) a heterogeneous group of individuals of below normal or in-

complete intelligence; maximum MA 12 (28, 38, 42, 52, 54, 81,
86, 93, 97, 102, 113, 114, 117, 136, 137, 140, 143, 146, 179,
183)

b) statistical concept, e.g., lower range of intelligence, lowest 3%
of population (86, 137)

c) IQ below 60 or 70 (13, 22, 86, 179)

Education:
a) incapable of attending regular schools, mastering academic

curriculum (22, 38, 42, 86, 93, 100, 103, 140, 183)
b) may respond to specialized education; training may temporarily

ameliorate condition (42, 43, 48, 54, 137)

Maturation and social coinpetence:
a) arrested rate or complete stop of general development (22, 42,

50, 136, 146)
b) potential or actual social incompetence, e.g., unable to become

self-sufficient; unable to show good judgment, manage own
affairs; require protection and supervision (22, 38, 42, 43, 46,
54, 67, 86, 100, 117, 138, 146, 179, 183)

c) under favorable conditions may earn living (146)
d) may function in society (93)
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Psychological:
a) may have personality disturbance, e.g., schizophrenic, psycho-

pathic (22, 50, 103)

Physical and environmental:
a) physically inferior; delayed motor accomplishments (137)

Prognosis:
a) essentially incurable condition (42, 43, 44, 52, 54, 86, 100, 136,

138, 179)

Mental Defective

Equivalent terms, terms used synonymously: Mental deficiency;
Feebleminded; Oligophrenia; Mental retardation; Mental subnormality;
Educable (includes subcultural, pathological); Amentia

Etiology:
a) arrested or incomplete development existing from birth or early

age (usually before 18) (3, 16, 22, 40, 45, 49, 54, 66, 69, 75,
88, 89, 105, 109, 111, 114, 150, 171, 172, 175, 177, 180, 183,
188)

b) deficiency in brain structure; organic abnormality or lesion (3,
16, 69, 75, 105, 111, 112, 135, 151, 180)

c) heterogeneous group of conditions with different clinical mani-
festations, e.g., grade variations, which may be inherited, ac-
quired, mixed, or unknown (22, 39, 40, 42, 45, 62, 63, 66, 69,
77, 88, 89, 93, 105, 112, 135, 170, 171, 172, 175, 177, 1'80,
181, 183, 185, 186)

additions: schizophrenia, emotional illness

Intelligence:
a) retarded intellectual performance (4, 11, 16, 22, 49, 56, 64, 69,

75, 92, 105, 111, 117, 135, 143, 144, 150, 170, 171, 172, 175,
177, 179, 180, 186, 188)

b) maximum IQ 70 or 75 (8, 11, 13, 95, 105, 126, 137, 152, 153,
170, 171, 172, 173, 174, 175, 179, 182)

c) IQ may change, e.g., improved environment (119)
d) may or may not be feebleminded (75, 84, 144)

Education:
a) unable to attend regular academic schools (3, 56, 69, 75, 100,

105, 142, 171, 172, 175)
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b) school progress poor (56, 173)
f

c) treatment and training in special facilities may superficially or
(-I temporarily compensate for limitations (40, 105, 150, 171, 172)
i

1)

Maturation and social competence:
a) development differs from normals (16, 66, 75, 95, 105, 111,

133, 171, 172, 173)
b) social incompetence, e.g., unable to adjust to environment; un-

able to learn common acts; potentially dangerous to self or
others (11, 40, 47, 49, 53, 54, 55, 66, 67, 69, 75, 92, 105, 109,
111, 117, 142, 144, 150, 152, 171, 172, 173, 175, 177, 179,
180, 188)

c) require supervision and support (may be competent) (11, 53,
64, 66, 69, 75, 105, 144, 150, 152, 171, 172, 173, 175, 181, 188)

d) if not feebleminded, may be socially adequate (48, 105, 117,
144, 179)

Psychological:
a) may have personality disturbances, e.g., schizophrenia, mental

disorders (53, 69, 85, 90, 134, 142, 152, 171, 172, 175, 188)
b) subject to same emotional ills as normals (11)
c) responds to psychiatric treatment (12)

Physical and environmental:
a) may be physically inferior, e.g., inadequate motor proficiency;

physical stigmata (55, 69, 75, 84, 156, 171, 172, 173, 175)
b) may be verbally inferior, e.g., speech defects, inadequate speech

(55, 69, 95, 171, 172, 175)
c) may come from inferior environments, e.g., culturally deprived,

poverty (35, 69, 111, 112, 142, 171, 172, 173, 175)

Prognosis:
a) essentially incurable condition (11, 12, 15, 39, 40, 42, 45, 49,

54, 69, 75, 105, 109, 150, 171, 172, 175, 177, 179, 188)
b) reversibility or improvement may be possible if no organic

pathology (30, 135, 172)



Etiological Terms

IN DESCRIBING an individual etiologically, the basis for classification
is the cause of deficiency. Results of the content analysis of etio-
logical terms are summarized in Table II. A number of categories
are suggested in the literature, and there is some difference of
opinion about syndromes included in the various groupings. Gener-
ally, however, the following divisions are recognized:

Endogenous or primary: Endogenous defectives are individuals
whose defect is familial; that is, others in the family exhibit the
same kind of retardation. A few writers, such as Doll, include in
the endogenous category those relatively rare cases in which there
is no familial history of retardation but some genetically determined
anomaly, such as oxycephalism, is the cause of intellectual deficit.

Exogenous or secondary: Exogenous defectives are individuals
whose intellectual deficit is acquired rather than familial. Causal
factors typically included are: (1) unknown etiologies associated
with specific clinical types, such as mongoloidism; (2) birth in-
juries; (3) infections, including maternal illnesses during pregnancy
as well as illnesses of the retarded individual, such as encephalitis;
(4) physical deprivation, such as pituitary deficiencies; (5) en-
vironmental deprivation; (6) severe sensory handicap; (7) psycho-

logical disturbance.
Mixed: This category includes cases in which both endogenous

and exogenous causal factors operate to produce defective func-
tioning.

Unknown: Individuals are considered to be of unknown eti-

ology when no basis of the deficit can be ascertained.

15
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Brain-injured: Individuals with a history of trauma or disease
in infancy and who show neuropathological signs are termed brain-
injured or brain-crippled. Comprehensive discussion of clinical
types, or detailed analysis of the medical basis for any particular
clinical syndrome, is not within the scope of this paper.

CONTENT ANALYSIS

Endogenous

Although the term endogenous appears most freqtinly in the
literature, equivalent terms suggested include garden fan ,;,/, pri-
mary, familial, not organic, hereditary, functionally related, and
cultural-familial.

Etiology: Endogenous individuals are those persoiti whose
family history includes records of defectiveness. The prevailing
opinion is that endogenous individuals reflect the hereditary trans-
mission of psychobiological insufficiency. These individuals repro-
duce in kind and the consequent inferiority can not be attributed
to disease, birth trauma, pre- or post-natal factors.

Intelligence: Although all grades or degrees of intelligence may
be represented, the endogenous most frequently include dullards,
morons, or high-grade imbeciles. Most writers suggest a maximum
IQ of 70 to 75, with MA at maturity ranging from 8 to 12. One
view maintains that IQ decreases with age; another view asserts
that endogenous individuals gain in MA with increasing chrono-
logical age, and therefore IQ remains relatively constant. Intellec-
tual performance on various tests has been compared to that of
exogenous individuals with varying results. Some writers report
less verbal fluency among the endogenous; some report equivalent
test performances for endogenous and exogenous; others report
that the endogenous are superior to exogenous on particular tests.

Education: There is some agreement that endogenous are
capable of school achievement until about the middle of the ele-
mentary school curriculum. Studies comparing the school achieve-
ment of endogenous with exogenous disagree about the relative
performance of the two groups.

Maturation and social competence: Some endogenous individ-
uals are believed to be capable of social adjustment when sufficient
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opportunities, supervision, and training are provided. A few

writers state that endogenous are superior to exogenous in

social competence, and a contrary opinion maintains that exog-
enous are superior to endogenous. Some research suggests that

there is a difference between the two groups on the Vineland
Social Maturity Scale, the endogenous being superior in certain
categories such as self-direction. The endogenous individual ma-
tures at an abnormal rate and maturation stops at an earlier age

than normal.
Psychological: There is some disagreement about personality

characteristics of the endogenous group. One view asserts that
personality of the endogenous is characterized by relative evenness
of functioning. A larger proportion of the writers maintain that
endogenous individuals exhibit personality defects such as ab-
normal instability or aggressiveness.

Physical and environmental: Although endogenous persons
tend to be somewhat weaker organisms than normals, physical
stigmata and extreme sensory or motor handicaps are not charac-

teristic of the endogenous group. The noninstitutionalized endog-
enous person typically lives in a culturally deprived environment,

with a family of low socio-economic status.

Exogenous

Exogenous is the second major term in etiological classifica-

tion; however, terms similarly used are secondary, nonfamilial,
acquired, and in some instances, to refer to specific subgroups,
organic and culturally deprived. Although characteristics of a brain-

injured group have been charted separately, an examination of
the criteria indicates that brain-injured represent one subgroup
within the exogenous classification. Presumably, brain-injured in-
dividuals, according to some writers, are a unique and separate
etiological group. However, the precise functional differences be-

tween brain-injured and the total exogenous group are not clearly

differentiated.
Etiology: In contrast to the endogenous individual, the exog-

enous defective does not have a family history of deficiency. The

retarded functioning is a consequence of acquired factors, in some

cases involving organic deficit due to injury or illness and in other
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cases involving a learning deficit as a consequence of severe social
deprivation or psychological disturbance.

Intelligence: Although there is a wide range of intellectual
performance in the exogenous group, in general the exogenous
tend to function at the lowest levels of intelligence. Thus, the ma-
jority of persons functioning at the idiot and lower imbecile levels
are exogenous. The level of intellectual functioning, of course,
depends in part upon the particular etiology considered within the
exogenous group. A person with severe cortical damage might
reasonably be expected to function differently from a person whose
retardation is a result of moderate cultural deprivation. Some
writers state that in a constant environment, there tends to be a
decrease of MA, and therefore IQ, in the exogenous group.

Education: There is lack of agreement regarding educability.
One view states that some exogenous persons are superior to en-
dogenous in school performance; another view states that successful
schooling is unlikely but that training may be feasible in some
cases. These views undoubtedly represent an emphasis on different
specific etiologies within the exogenous classification. Presumably,
a culturally deprived person may benefit from training and even
education, while a low-grade idiot, with severe organic pathology,
would show no gains.

Maturation and social competence: There is some agreement
that the exogenous individual tends to be inferior to the endogenous
in terms of social competence; but there is disagreement about
specific similarities and differences between the two groups. Per-
haps this disagreement is a function of possible etiologies clustered
within the exogenous group.

Psychological: A large number of writers agree that exogenous
individuals tend to exhibit socially unacceptable behavior patterns,
such as uncontrollable temper tantrums or severe withdrawal.

Physical and environmental: Exogenous individuals frequently
have physical and sensory handicaps, and environmental improve-
ment does not materially alter the condition. Socio-economic back-
ground of the exogenous group is generally higher than that of
the endogenous. However, no single socio-economic class is par-
ticularly associated with exogenous etiology.
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PROBLEMS AND ISSUES

Heredity vs. environment

Although textbooks about mental retardation frequently list
etiological factors as if they were independent causes of retardation,
a review of the literature suggests that most cases of retardation
are multi-determined and that, in any single case, several deter-
minants may interact. Consider, for example, an endogenous men-
tally retarded child with one or both parents retarded, It is likely
that the child's environmental stimulation is relatively restricted,
particularly during the early years of development when environ-
mental or social stimulation depends largely on other members of
the family. Later in his development, as a consequence of repeated
failures in intellectual tasks, he may experience emotional dis-
turbances which further interfere with his intellectual functioning.
In addition, he may be more prone than the normal child to acci-
dents or illnesses which lead to added environmental restrictions,
emotional disabilities, and reduced intellectual functioning. Thus,
an etiology stemming originally from inherited defects may be
complicated by the interaction of emotional and environmental
factors as the child develops.

Determining the specific effects of each antecedent factor in a
child's development is an extraordinarily difficult task, and any in-
stance of mental retardation may have many causal antecedents.
In view of the variety of determinants which may operate in a
single case, and the likelihood of interaction among these deter-
minants, the classification of a person as either endogenous or
exogenous seems to be an artificial, if convenient, distortion of
reality. Adding the category "mixed," of course, loses the meaning
of the original distinction between etiological groupings, although
it may be more accurate in a large number of cases simply to add
the word "mixed" before any etiological designation. The sugges-
tion that a classification should be made on the basis of "major"
cause fails to solve the problem of deciding which of many inter-
acting causes is "major" for what purpose.

Perhaps the endogenous-exogenous classification is a vestige
of the nature-nurture controversy, which posed the problem of de-
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ciding whether a given behavior is due to heredity or environment.
But this distinction, of course, is meaningless; any behavior or
characteristic of a person is a consequence of the interaction of
both inherited and environmental factors. The endogenous-exoge-
nous dichotomy similarly poses the problem of deciding whether
an instance of mental retardation is a result of nature or nurture.
As in other areas of medical and social science, it may be useful
to recognize the artificiality and scientific uselessness of this dis-
tinction. Rather than classify persons according to inherited or
environmental causality, it is probably more profitable to specify
the various determinants which operate in any single case.

Usefulness of broad etiological classification

Knowledge of the causes of mental retardation undoubtedly is
of great importance for certain purposes. A rational plan of thera-
peutic action or an administrative decision based on some estimate
of prognosis certainly should involve information about etiology.
However,. the relationship between etiology and functioning is
amorphous, and there is little reliable evidence about the differen-
tial effects of various training and educational procedures as
related to the endogenous-exogenous classification. Except for nu-
merous suggestive but inconclusive case histories, the research
literature does not provide substantial grounds for establishing on
the basis of brqad etiological categories a concrete program of
training or education. Therefore, at the present time, gross dis-
tinctions in etiological terminology probably are not of great use
for educational purposes. This does not minimize the potential
importance of more specific etiological information as a basis for
psychotherapeutic or educational action. Indeed, research about
the interrelationships among etiologies, aspects of functioning, edu-
cational practices, and prognosis unquestionably will do much to
clarify concepts and practices in this area.
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TABLE H

ETIOLOGICAL TERMS

Endogenous

Equivalent terms, terms used synonymously: Primary; Familial;
Not organic; Hereditary; Functionally retarded; Cultural-familial; Sub-
cultural

NOTE: Typically the tendency is to place all functionally retarded
individuals who do not have marked structural defects into endogenous
group

Etiology:

a) familial history, e.g., others in family affected; absence brain
damage history; absence neurological signs (41, 42, 49, 60, 69,
105, 112, 120, 154, 165, 166, 170, 171, 172, 177)

b) hereditary transmission of psycho-biological insufficiency, e.g.,
defective germ plasm (47, 105, 114, 144, 171, 172, 177)

Intelligence:
a) generally upper levels of retarded intelligence, e.g., moron, high-

grade imbecile (1, 47, 49, 105, 171, 172)
b) IQ below 70; MA 11 or 12 (144)
c) scores on Arthur Point Scale same as exogenous (60)
d) formboard performance exceeds exogenous (28)
e) less word fluency than exogenous (154)
f) MA gains per year with increasing CA (97)
g) IQ deteriorates with increasing age (171)
h) deficient and not defective (47)

Education:

a) schooling possible, e.g., 4th to 5th grade attainment (40, 49,
144)

b) academic achievement of endogenous same as exogenous and
brain-injured (14)

c) inferior to exogenous in school performance (96)

Maturation and social competence:
a) possible social competence and adjustment, e.g., responds to

training, therapy (1, 25, 40, 49)
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b) familial superior to nonfamilial in social competence, occupa-
tion (96, 122)

c) familial or endogenous inferior to nonfamilial or exogenous in
social development and locomotion (141)

d) performance on Vineland differs from exogenous and unex-
plained, e.g., high self-direction (25)

e) abnormally slow maturation which comes to a halt at lower
level than normals (171, 172)

Psychological:
a) behavior characterized by relative evenness of functioning (69,

170)
b) deficiencies of personality, e.g., instability (49, 90, 171, 172)

Physical and environmental:
a) may respond to environmental stimulation or therapy, e.g., IQ

gains (1, 23, 97, 165)
b) generally comes from inferior socio-economic backgrounds, e.g.,

pauperism (42, 112, 141)
c) generally organically sound individuals who do not differ physi-

cally from normals, e.g., no marked motor, sensory handicaps

(1, 25, 49, 112, 144)

Exogenous

Equivalent terms, terms used synonymously: Secondary, Organic,
Nonfamilial; Acquired; Structurally retarded; Pathological

Etiology:
a) absence of familial incidence of deficiency; probability of brain

damage; history of trauma; history of disease; presence of or-
ganic and physical stigmata; neurological signs (1, 35, 41, 42,
49, 50, 60, 69, 71, 105, 112, 114, 120, 154, 165, 166, 171, 172,

177)
b) pathological deviation from normal development, including rare

hereditary types; damage may be local or widespread (1, 40,
49, 105, 144, 171, 172)

Intelligence:
a) includes varying ranges of intelligence (144, 171, 172)
b) generally low grades of intelligence, e.g., idiot, imbecile (49,

144)
c) greater word fluency than endogenous (154)
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d) Arthur Point Scale scores same as endogenous (60)
e) IQ losses in constant environment (171)
f) MA losses per year with increasing CA (97)
g) mentally deficient and defective (47)

Education:
a) classical schooling not likely; require special training (49, 141)
b) superior to endogenous in school (96)

Maturation and social competence:
a) generally no difference between exogenous and endogenous on

Vineland Maturity Scale (except in telling time) (29)
b) exogenous superior to endogenous in locomotion and social de-

velopment (96, 141)
c) tenuous social competence, e.g., inferior to endogenous; slow

development; not likely to attain independence (25, 40, 116,
122, 141)

d) performance on Vineland differs from endogenous; unexplained
(25)

Psychological:
a) socially unacceptable behavior, e.g., erratic behavior; personality

defects (49, 69, 166, 170, 171, 172)

Physical and environmental:

a) environmental improvement does not affect functioning, e.g.,
IQ gains (97, 171)

b) generally higher socio-economic backgrounds than endogenous
(141)

c) visual and motor handicaps (Vineland Scale) (25, 49)

Brain-Injured

Equivalent terms, terms used synonymously: Strauss syndrome;
Brain-crippled; "no such term"

Etiology:
a) history of trauma or disease in infancy; neuropathological signs;

absence of familial deficiency (108, 144, 165)

Intelligence:
a) may or may not be mentally refatled (164)
b) intellectual performance lacks coht.tence and integration (178)
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Education:
a) fails to respond to ordinary classroom activities (108, 165)
b) academic achievement of brain-injured same as endogenous (14)

Physical and environmental:
a) general impairment, e.g., inferior motor performance; sensory

impairment (108, 144, 165)

Mixed Form

Inherited and acquired; endogenous and exogenous; familial and
nonfamilial

Unknown; Unexplained

Maturation and social competence:
a) Vineland performance higher than endogenous in general, loco-

motion, and communication areas (25)
b) inferior to endogenous in self-help, self-direction, and occupa-

tion (25)

Physical and environmental:
a) communication, visual, and motor skills similar to endogenous

on Vineland Scale (25)
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Classification by Degree

ONE OF THE major dimensions of classification is level of retarda-
tion. Although classification by degree is criticized by many writers,
certain degrees or levels of below-normal functioning are described
in the literature. The grades recognized are below-normal but not
defective and three degrees of defectiveness. This discussion follows
the literature in presenting distinct levels, but it must be noted
that these levels actually overlap and the distinctions between
levels are not clear and precise. One level merges into another in
the sense that individuals at the borderlines between levels may be
classified at one level or another depending upon local differences
in diagnostic custom.

Within levels of degree of retardation, the groupings are low,
medium, and high. These further divisions are not explicitly de-
fined and are considered to be largely administrative.

CONTENT ANALYSIS

Idiot

The lowest grade is most frequently termed idiot. Synonyms or
substitute terms have been suggested, not to redefine the grade,
but rather to avoid a word of unpleasant connotation. Terms used
to replace idiot include: "severe," absolute feeblemindedness,
severely subnormal, severe low grade. Severe low grade and abso-
lute feeblemindedness include both idiot and imbecile. Custodial is
used as a synonym for the term idiot, but is also used independently
28
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to indicate the restricted functional capacity of persons at the idiot
level. Despite criticism of the word idiot, this term is used most
frequently to designate the lowest level of intellectual functioning.

Etiology: Although most writers state that the idiot may be
either familial or nonfamilial, there is general agreement that the
majority of idiots are the results of developmental failures, meta-
bolic disorders, birth trauma, and other "acquired" causes. Most
writers state that the idiot level is comprised of individuals whose
family history does not include feeblemindedness; however, some
writers disagree with this opinion.

intelligence: There is general agreement that the idiot has an
MA below two or three and an IQ below 20 or 25. A few authors
place the maximum IQ at 30 and state that the maximum MA
potential is four.

Education: The majority of writers assert that the idiot is in-
capable of mastering even the most elementary academic cur-
riculum. Some writers state that training is not feasible, although
some others state that the idiot under optimal conditions may
respond to extensive training. The prevailing and dominant opinion,
however, is that the idiot level is incapable of benefiting from any
form of instruction.

Maturation and social competence: Marked developmental de-
viations are characteristic of the idiot. Walking, talking, and other
maturational behaviors occur late, if at all, and overall development
is arrested at about ages six to eight. The idiot does not mature
socially, and writers are in complete agreement that the idiot is
socially incompetent. With a maximum social age below four, the
idiot cannot manage his personal behavior sufficiently to protect
himself from danger or to care for his personal needs. As a conse-
quence of his social incompetence, the idiot must be closely super-
vised and controlled in a custodial manner.

Psychological: Writers note a wide range of individual dif-
ferences in behavior, from hyperactive to hypoactive, aggressive
to withdrawn. However, some writers state that extremes of be-
havior are characteristic of the idiot.

Physical and environmental: Physical defects frequently ac-
company the condition of idiocy. The idiot is marked by physical
stigmata, severe sensory and motor defects, and severely limited
speech.
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Prognosis: When prognosis is discussed, writers generally state
that the condition of idiocy is permanent.

Imbecile

The second major level of retardation is the imbecile or
severely retarded. Synonyms and terms suggested to replace im-
becile include: moderately subnormal, "moderate," severely men-
tally retarded, trainable, "severe," severely retarded, and absolute
feeblemindedness. The last two designations include both idiot and
imbecile levels.

Etiology: The cause of imbecility, like idiocy, necessarily dif-
fers according to the individual case. Generally, the condition of
imbecility is believed to be pathological in origin or a result of
developmental failure.

Intelligence: Some difference of opinion exists concerning the
intellectual performance of imbeciles. A majority of writers pro-
pose an IQ range between 20 and 50. The maximum of 50, ho" -
ever, has been extended to 60, and in some instances to as high
as 70. MA ranges from approximately three to eight.

Education: The great majority of writers agree that the im-
becile is incapable of profiting from academic instruction. How-
ever, the imbecile may respond to extensive training. As a result
of training, the imbecile may acquire rudimentary skills such as
limited reading and writing.

Maturation and social competence: Developmental history of
the imbecile reveals marked deviation from normal. The imbecile
is able to acquire some social competency, such as the ability to
care for bodily needs and to protect himself from danger. How-
ever, despite the imbecile's acquisition of these simple skills, writers
are in accord concerning the necessity of supervision and control.
The imbecile may acquire rudimentary occupational skills but
cannot exist independently in a competitive society. Custody is
recommended.

Psychological: There is no simple personality pattern. How-
ever, extremes of behavior are noted as characteristic of the im-
becile.

Physical and environmental: The imbecile, somewhat less
frequently than the idiot, is characterized by sensory and motor
defects and deficient speech.

Prognosis: The condition may be permanent.
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Moron

Moron and high-grade defective are the principal terms identi-
fying the degree of deficiency above imbecility. Innumerable modi-
fications of the term moron appear in the literature. One set of
terms is presented as euphemisms for what is believed to be a
stigmatizing label. Typical euphemistic terms include: mentally
inadequate, simple, "mild," high-grade. A few terms refer to the
etiology of the condition, such as cultural, familial, and subcultural.
Although a wide variety of terms have been suggested, the most
frequently used is moron; therefore, for purposes of this paper,
moron is the term referred to in presentation of the data.

Etiology: Authors state that the majority of morons come from
the lower social, economic, and environmental strata, and in most
cases the etiology is familial.

Intelligence: Some difference of opinion exists about the range
of IQ included in the moron level. Generally, however, the pro-
posed IQ range is from 45 or 50 to 70, with MA at maturity rang-
ing from eight to twelve.

Education: Authors agree that the moron is educable in special
schools. Under favorable circumstances, the moron may reach the
sixth grade, learn to read and write, and acquire apprentice skills.

Maturation and social competence: There is some difference of
opinion about maturation. Some writers state that development
proceeds regularly but at a slower than normal rate. Other writers
state that development proceeds at an uneven rate. With super-
vision, the moron may be partially or completely self-supporting.
However, temperament of the moron may be uneven and, as a
consequence, he may be unable to exercise social judgment, meet
the demands of family life, and regulate his behavior according to
abstract principles.

Psychological: The moron does not characteristically present
a uniform pattern of personality. Some morons may be placid,
others may be temperamentally unstable; but morons typically do
not exhibit the extremes of behavior characteristic of the idiot and
imbecile.

Physical and environmental: Writers conclude that the moron
is physically inferior to normals. Secondary defects, including sen-
sory and motor deficiencies, may be present. One writer states that
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the general physical condition of morons does not differ from
normals. The majority of persons at moron level come from the
poorest social classes. Family histories frequently include records
of deficiency, marginal or complete social failures.

Borderline

The borderline level is comprised of marginal individuals
whose intellectual and social functioning is above moronity, but
who fail to achieve normal status in society. The borderline group
includes both exogenous and endogenous individuals whose IQ's
range from 70 to 85 or 90. The major area of retardation is ed-
ucational. A borderline individual responds in the regular class-
room until about the fourth, fifth, or sixth grade. Special classes
have been suggested as the most effective way of providing in-
struction for this group. Supervision, according to one writer, is
necessary.

Psychological functioning of borderline persons is compara-
ble to that of normals. Physically, the borderline individual may
be inferior. Discussion of the borderline group primarily involves
academic and intellectual performance.

PROBLEMS AND ISSUES

Intelligence and other aspects of functioning

Although intelligence has been the major dimension of func-
tioning used to define levels of retardation, many writers have
argued that intelligence is only one aspect of a person's func-
tioning. Thus, they have used several dimensions of behavior to
define the broad categories of idiot, imbecile, and moron. In
many instances, the total picture of a person's functioning does
not fit, in more or less important ways, the theoretical level to
which he is assigned. This reflects the fact that the intercorrela-
tions among various dimensions of functioning are not perfect,
whereas the clustering of persons within one level on the basis
of intelligence in addition to other characteristic behaviors as-
sumes perfect intercorrelations. This assumption is manifestly in-
correct. A person might function at one level intellectually and
at another level socially. Therefore, if persons are categorized
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within one broad level of retardation, there must be some se-
lective inattention to part of the data. Classification on the basis
of three or four levels of retardation probably is a convenient
administrative procedure for some purposes, but such a classi-
fication hardly does justice to the task of providing an accurate
symbolic map of the actual complexities of behavior.

A second problem involves the fact that within any given
level of intellectual performance, there may be important differ-
ences in other aspects of functioning which differentially influence

any action taken. Gross definition by level of retardation loses

the specificity of information often required for taking appropri-
ate action. For example, whether an imbecile is temperamentally
stable or unstable makes a difference in the kinds of training pro-
cedures that might be followed most profitably. Even if these dif-
ferences in various aspects of functioning are within the gross
ranges generally assigned to each level, there is no basis for in-
dicating specific strengths or weaknesses that might serve as a
guide for effective action. For educators, this problem is of par-
ticular importance at the higher levels of intellectual retardation,
because the particular educational practices that might be desira-
ble or even feasible depend not only upon intelligence, but also
upon the capacity of the individual to function within the limits
and demands of the school environment. Thus, the designation
"moron" does not communicate sufficient information upon which

to base a realistic and beneficial decision about a potential student.

In a sense, level of intellectual functioning defines the area
of mental retardation and, at first glance, a system of terminology
based on levels of intellectual retardation would seem to be the
most straightforward and appropriate kind of classification. But

as knowledge of mentally retarded functioning has increased,
writers have consistently noted that the IQ prrwides insufficient
information on which to base an adequate diagnosis. As a con-
sequence, other criteria have been added to diagnostic consid-

erations, and levels of retardation have been defined by clustering
intellectual level of functioning with characteristic levels of per-
formance in other, nonintellectual dimensions of functioning. But
these various dimensions of functioning may not be highly inter-
correlated, and a system of terminology based on a few gross
levels of retardation fails to recognize important individual dif-
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ferences that may be crucial for any particular purpose. Therefore,
assuming the IQ alone is insufficient, if a diagnosis should be
multidimensional, and if individual differences are important for
guiding action, the system of terminology must provide some
basis for communicating the multidimensional individual differ-
ences relevant to any particular purpose.
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TABLE flu

TERMS CONCERNED WITH LEVEL OF RETARDATION

Idiot

Equivalent terms, terms used synonymously: Custodial; Absolute
feeblemindedness (includes idiot and imbecile grades); Mentally defec-
tive; Severe; Severely subnormal; Severe low grades (includes absolute,
partial, and profound)

Etiology:
a) majority of grade are exogenous; includes, e.g., clinical ano-

malies, developmental disorders, metabolic disorders (1, 12, 42)
b) contradiction of a) (181)

Intelligence:
a) MA below 2 or 3; IQ below 20 or 25 (4, 13, 37, 38, 42, 66, 100,

113, 134, 137, 144, 157, 162, 171, 172, 179)
b) MA below 4; IQ below 30 (22, 124, 181, 182)

Education:
a) unable to attend regular academic schools, e.g., cannot learn

to read and write with any skill (10, 66, 124, 137, 181, 182)
b) training generally not feasible (10, 22, 66)
c) may with extensive training acquire kindergarten skills (124)

Maturation and social competence:
a) marked developmental deviation (10, 66, 105, 171, 172)
b) development arrested, CA 6-8 (42, 124)
c) socially incompetent, e.g., unable to care for personal welfare;

protect self from danger; care for personal needs (10, 22, 38,
39, 42, 66, 93, 100, 105, 113, 124, 137, 144, 162, 171, 172,
179, 182, 183)

d) require supervision and control, e.g., custody (1, 37, 38, 42,
66, 93, 100, 105, 113, 144, 162, 181)

Psychological:
a) no uniform behavior patterns, e.g., wide ranges of behavior

observed; placid-excitable (12, 42, 66, 105, 171, 172)
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Physical and environmental:
a) no speech, crude speech, inadequate understanding (10, 38, 42,66, 124, 144, 171, 172, 182)
b) feeble motor capacity, e.g., crude gait; performance; posture;

may be unable to move; physical stigmata (22, 42, 66, 98, 105,124, 171, 172)

Prognosis:
a) must be kept in custody or institutionalized; permanent con-dition (38, 144)

Imbecile

Equivalent terms, terms used synonymously: Moderately abnormal;Moderate; Severely mentally retarded; Trainable; Severe medium lowgrade; Severely retarded (includes idiot, imbecile); Borderline defective
Etiology:
a) majority developmental failures, e.g., pre-, during, or post-natal

factors; metabolic failures (49, 144, 171, 172)
b) may be inherited or acquired (105)

Intelligence:
a) IQ 20-50 or 60 or 70; MA 3-8 (various ranges cited within

broad area noted, e.g., MA 3-8, IQ 40-50) (4, 10, 13, 22, 37,38, 80, 83, 100, 113, 134, 144, 147, 157, 162, 171, 172, 179,181, 182)
b) IQ 50-70 (133)

Education:
a) with extensive training may acquire limited or rudimentary

skills, e.g., occupational skills, writing, reading (105, 113, 133,137, 144, 171, 172, 182)
b) require special classes (182)
c) cannot profit from special schools, e.g., academic instruction,

special schools (10, 22, 38, 83, 105, 113, 171, 172, 182)

Maturation and social competence:
a) marked developmental lag, e.g., placid infancy, late walking,speech (10, 66, 105, 171, 172)
b) some social training feasible, e.g., care for bodily needs; canlearn limits; guard self from danger (22, 37, 38, 42, 85, 137,144, 162, 171, 172, 181)
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c) socially incompetent, e.g., unable to manage self or affairs; un-
able to be gainfully employed; must be kept in custody; not
likely to be independent (22, 37, 38, 83, 85, 93, 100, 144, 162,
171, 171, 182, 183)

Psychological:

a) extreme personality ranges, e.g., nervous instability, blandness
(42, 105, 171, 172)

Physical and environmental:
a) limited or defective speech; motor capacity: physical stigmata

(10, 42, 85, 98, 171, 172)

Prognosis:
a) permanent arrest (218)

Moron

Equivalent terms, terms used synonymously: Mild high grade;
Feebleminded (British); Social morons; Intellectual morons; Garden
variety; High grade-low grade; Dull; Mentally inadequate; Mild; Moder-
ate; Mildly subnormal; Debit; Educable; Subnormal; Subcultural; Bor-
derline; Simple; Cultural familial; Moderate amentia; Relative feeble-
mindedness; Mentally retarded; High grade defective; Mentally handi-
capped

Etiology:
a) generally a familial condition (42, 105)

Intelligence:
a) mental endowment below normal (11, 52, 93, 162)
b) IQ ranges 45 or 50 to 70 or 75; MA 8-12 (some disagreement,

e.g., IQ ranges 52-65) (4, 5, 10, 11, 13, 37, 56, 100, 111, 113,
122, 130, 133, 134, 137, 144, 157, 162, 163, 179, 182)

Education:
a) some degree of educability, e.g., maximum academic achieve-

ment 6th grade; may acquire apprentice skills (10, 42, 100, 105,
113, 137, 144, 171, 172, 182)

b) require special schools and training facilities (5, 66, 100, 105,
133, 171, 172)

c) upper range belong in regular classrooms; lag one year behind
that which is normal for age (10)



3$ TERMINOLOGY AND CONCEPTS IN MENTAL RETARDATION
Maturation and social competence:
a) maturity complete at age 15 (42)
b) may have fairly normal developmental pattern, although at aslower pace (66, 105)
c) lack of normal developmental pattern (171, 172)d) socially incompetent, e.g., lack social judgment, unable to regu-late behavior by abstract principles; unable to meet demands ofordinary family life; require supervision (10, 42, 52, 98, 105,130, 152, 171, 172, 179)
e) under favorable conditions may function in a simple environ-ment with moderate or close supervision, e.g., partial or totalself-support (1, 37, 42, 52, 100, 144, 162)

Psychological:
a) personality extremes, varying stability, e.g., restless, irritable,placid (105, 130, 171, 172)

Physical and environmental:
a) inferior vitality and metabolism (171, 172)
b) may have sensory, motor, and speech defects (171, 172)c) majority from inferior environments, e.g., lowest social classes(67, 111, 112, 181, 185)
d) generally of good physical condition (42)



Educational Terms

EDUCATIONAL classification systems consider the differences be-
tween noneducable, socially incompetent individuals and persons
who may be socially competent, trainable, or responsive to spe-
cialized curricula. In proposing various divisions of educability,
the literature recognizes that social independence and traditional
grade performance are not inextricably related.

CONTENT ANALYSIS

Custodial

Generally, custodial cases include individuals with organic
pathology evident from birth or an early age. IQ maximum is
below 35; MA maximum is below three. A few writers classify
all persons with an IQ below 50 as custodial, assuming that neither
training nor education is possible. Unable to care for personal
needs, lacking a stable personality, often physically and verbally
handicapped, a custodial person requires close supervision, as-
sistance, and institutional care.

Examination of the factors descriptive of custodial indicates
that, in all major respects, custodial is defined in the same way
as idiot. The word custodial has social connotations; the word
idiot has intellectual reference. According to many writers, cus-
todial is less stigmatizing than idiot.

Trainable

Related terms and words used as synonyms for trainable in-

39
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elude: severely mentally retarded, mentally defective, severely
defective mentally, mentally deficient, feebleminded, uneducable,
and ineducable.

Etiology: Generally, trainable includes individuals with a con-
stitutional disturbance evident from birth or early age.

Intelligence: Although there are slight differences among
writers, IQ ranges approximately from 20 to 50; MA from three
to eight; CA from five to eighteen.

Education: Trainable children fail to learn as readily as nor-
mals and are permanently excluded from traditional schools. Be-
cause of deficient intellectual potential, trainable children are not
educable, but they may profit from training. The circularity of
the definition is obvious.

Maturation and social competence: Maturation of trainable
persons differs from normals. Permanent social inadequacy ne-
cessitates supervision and control.

Psychological: Psychological problems of the trainable involve
considerations similar to those of normals.

Physical and environmental: Secondary handicaps such as
speech and motor defects may be present. According to several
writers, eligibility for training classes depends on control of per-
sonal habits and sufficient speech to make wants known.

Prognosis: Trainable individuals are permanently incapable of
attending regular schools and are permanently socially inadequate.

Educable

Etiology: Few writers discuss etiology. Some note that the
condition is usually present from birth or early age.

Intelligence: Many writers reserve the term educable for IQ
ranging from 50 to 75, 80, or 85; CA eight to eighteen. One writer
states that the IQ range is from 40 to 109, and a few authors
merely state that educable individuals vary considerably in intel-
lectual performance.

Education: There is general agreement that educable children
exhibit all-around academic inferiority. School readiness occurs
later than normal; school performance in traditional subjects is
below normal. Educable children are unable to attend regular
academic schools, but can attend specialized facilities and spe-
cialized classes with appropriate curriculum modifications.



EDUCATIONAL TERMS
41

Maturation and social competence: There is general agree-ment that educable individuals may become socially adjusted, for
example, occupationally self-supporting. However, most authors
speak of limited social adjustment, which implies adjustment with
supervision in a simplified environment.

Psychological: Writers agree that educable individuals varywith regard to psychological behavior. Prone to disturbance, sub-
ject to emotional illnesses, the educable individual's psychologicaladjustment may be tenuous.

Physical and environmental: A few writers maintain that ed-
ucable persons frequently have secondary defects, such as word
blindness. Some writers state that impoverished environmentalbackgrounds are characteristic of the group.

Prognosis: Although educable has been clustered with the
terms backward and school backwardness, some writers attempt to
distinguish between educable and backward. Backwardness dif-
fers from educable in the sense that backwardness may be an ac-quired, and therefore remediable, condition. Although backward
and educable mentally handicapped may present identical syn-
dromes, backwardness presumes that if the underlying stress, suchas poverty, is alleviated, the condition can be altered. Backward-
ness, so defined, is a concept of pseudo-feeblemindedness.

Slow Learners

The term slow learners includes individuals whose intelli-
gence is below average but is above educable. IQ ranges from 70to 90. Slow learners are handicapped in the regular classroom,and academic progress usually is retarded. Several writers statethat slow learners should remain in the regular classroom under
special guidance. Social adjustment is possible. Environmental
deprivation is believed to be a major factor causing the condition.

Dull

Etiology: Dullness may be an inherent condition.
Intelligence: Dull individuals are described generally as per-

sons whose development comes to a halt earlier than normal; dull
represents the lower end of normal intelligence. A large number
of writers state that IQ ranges from 75 to 80, 90, or 100.

Education: Writers agree that dull individuals may function in
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regular schools or in regular classes, although school achievement
is below normal. For example, the dull individual may reasonably
expect to complete only about four or five grades.

Maturation and social competence: Various points of view re-
garding social competence state that economic and social inde-
pendence are possible; supervision and support are necessary;
social performance is limited in various respects.

Psychological: One opinion states that dull persons may be
either stable or unstable, and another opinion maintains that dull
individuals are more prone to irrational personal behavior.

Physical and environmental: General physical and speech in-
feriority is considered to be characteristic of the group.

Prognosis: Dullness may be a permanent condition. One au-
thor asserts that dullness may be permanent or remediable,
depending upon the individual case. Again, the problem of pseudo-
feeblemindedness is involved. Individuals whose dullness is a con-
sequence of personal difficulties or various forms of deprivation
may only appear to be dull and may achieve a normal function-
ing if competently diagnosed and treated.

EDUCATIONAL TERMS AND CLASSIFICATION BY DEGREE

Although writers maintain that educational terms differ from
idiot, imbecile, moron, and borderline, the fact is that both sets
of terms are defined by equivalent criteria. If one considers the
operations defining each term, custodial is equivalent to idiot,
trainable to imbecile, educable to moron, and dull to borderline.
Some writers note subtle distinctions, but for practical purposes,
the definitions of the two sets of terms appear to be substantially
equivalent.

PROBLEMS AND ISSUES

Loca! differences

The definitions of terms relevant to education and training
of the mentally retarded partly depend upon estimates of actual
or potential achievement; however, achievement is a function of
the local educational situation, including the kinds of teachers
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and facilities available, and the measures and standards of achieve-
ment used. Obviously, schools differ. Hence, terminology con-cerned with education of the mentally retarded must deal withlocal differences that influence potential achievement. One so-lution is simply to recognize that definitions of educational termson the basis of achievement differ from one school to another.But if the terms are to have some meaning that can be gener-alized beyond a local situation, comparable measures of achieve-ment must be used and some means must be designed to accountfor differences in educational opportunities.

Dimensions and specificity of classification
There are many possible bases of classification for educational

purposes. For example, one could classify students on the basisof general intellectual level with subclasses for special abilities ordisabilities, special social or maturational problems, particularpsychological or physical characteristics. Furthermore, the classi-fication within a dimension 'night be made with any degree ofspecificity. However, we do not know the most effective way togroup mentally retarded children for educational purposes. Lack-ing substantial and consistent empirical research, the question ofwhat the most effective kinds of groupings in schools are remains
unanswered. Therefore, a system of terminology which would pro-vide some basis for effective school grouping, particularly at thehigher levels of retarded functioning can be formulated only onthe basis of a reasonable and tentative guess about the kinds of
groupings that are likely to be educationally meaningful.

Although the IQ provides the only reliable basis for educa-tional classification at the present time, the usefulness of intelli-gence tests is limited by the fact that these tests were designed
for predicting whether or not a child can benefit from the normal
academic curriculum of primarily symbolic learning. Thus, wecan exclude the child from the normal classroom on evidence oflow IQ, but this does not mean that the child cannot benefit from
training which does not depend upon symbolic abilities. The im-portant task which remains after excluding the mentally defectivechild from the normal classroom is appropriately including him ina training situation that will capitalize on what the child witha low IQ can do. Unfortunately, no tests standardized and val-
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idated on a population of low IQ children are available, and while

the IQ probably can serve as a basis for deciding whether or not

a child is trainable or educable, no standardized testing procedures

are available for making more specific recommendations within

these btbad classes.

A PROPOSAL FOR EDUCATIONAL TERMINOLOGY

Although further research may improve the terminology of

mental retardation, the educator is faced with the immediate prob-

lem of using some set of terms applicable to educational purposes.

Any system of terminology is subject to revision and reformula-

tion as a result of increased knowledge and improved measure-

ment techniques. But at the present time there is need for a tenta-

tively agreed upon set of terms for educational use.

In formulating such a system, it is suggested that the terms

most frequently cited in the current educational literature relevant

to mental retardation be used as a basis for terminology. It is

recognized that the definitions of educational terms found in the

literature are substantially similar to the older classification of

idiot, imbecile, and moron, with a somewhat greater stress placed

on educational or training achievement. Therefore, any advantage

gained from the use of educational terms is not a function of the

greater validity of the definitions of these terms. In fact, the defini-

tions tend to be vague, general, and somewhat circular, such as "a

trainable person is one who is not educable but is trainable."

Nevertheless, it is unlikely that any profit will be obtained merely

by introducing a new set of terms or by replacing current words

by numbers, alphabetical designations, or other euphemistic no-

menclature. Current terms such as custodial, trainable, educable,

and slow learner seem reasonable and appear to have at least an

immediate connotative relevancy to the educational situation. Fur-

thermore, they have probably not yet acquired the negative con-

notation of older terminologies, such as idiot and imbecile, al-

though the acquisition of such connotative meanings is largely a

function of time and generality of usage. Therefore, recognizing

the limits, faults, and inevitability of future change, the terms

custodial, trainable, educable, and dull are recommended as the

framework of educational terminology.
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Undoubtedly more important than the selection of words is
the problem of definition. Any of a large number of words might
have value, depending upon the precision and practicality of the
definitions associated with a given set of words. The formulation
of educational terminology must include a system of relevant
definitions as precise and concrete as current knowledge and
available measurement procedures allow. To this end, it is sug-
gested that each term be defined on the basis of generally agreed
upon characteristics noted in the survey of the literature. The rec-
ommended terms and definitions are as follows:

1. Custodial: IQ below 35; MA below three.
2. Trainable: IQ from 35 to 50; sufficient emotional stability,

control of personal habits, motor and speech ability to function
in training classes.

3. Educable: IQ from 50 to 75; sufficient emotional stability,
control of personal habits, motor and speech ability to function
in specialized educational facilities.

4. Slow learners: IQ from 75 to 90; sufficient emotional sta-
bility, control of personal habits, motor and speech ability to
function in regular classes.

It is obvious that merely summarizing the definitions proposed
in the literature does not solve the problems of inadequate meas-
urement and amorphous criteria. Nor does such summary of def-
initions adequately account for local differences in emphasis and
usefulness of various facts of a definition. Nevertheless, a stand-

ard set of terms and definitions may clarify usage and communica-
tion, and may serve to underline those areas of definition which
are particularly vague or can not adequately be measured.

In the proposed scheme it is recommended that IQ serve as
the major determinant in defining terms. Of course, other dimen-
sions of functioning must be considered; this proposition has been
emphasized throughout the literature. But the fact remains that
IQ is the only relevant factor which can be measured reliably and
can thereby provide at least some basis for definitions generaliza-
ble beyond a particular situation. Furthermore, the nonintellectual
dimensions of functioning can be indicated only in fairly general
terms. Precise cutoff points or particular kinds of profiles asso-
ciated with a term can not be specified with any degree of con-
fidence. This kind of specification, if done at the present time,
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would reflect primarily a relatively unsubstantiated bias. It seems
best, therefore, to recognize the limits of current knowledge, and
for practical purposes use the criteria generally agreed upon by
writers in the field.

The problem of legal classification for educational purposes
cannot be resolved merely by a set of terms. Educational and
legal decisions nevertheless must be made within a relatively
straightforward classification system based on reliable measure-
ment. At the present time, intelligence tests provide the only re-
liable basis for such a system; however, it must be emphasized
that a legal label for educational purposes, such as custodial or
trainable, is not a complete diagnosis representing an overall de-
scription of functioning. In any single case, diagnosis and classifi-
cation must be based on the best available information about
intellectual and nonintellectual factors. But as a basis for a gen-
eral system of terminology, it seems best to consider intelligence
the major measurable dimension for which levels of functioning
can be specified with even moderate precision, and to note the
general areas of nonintellectual functioning which should be con,
sidered in diagnosis. Further research may permit more precise
definition within each of these other areas. For example, a pos-
sible goal might be the discovery of appropriate multidimensional
profiles which can most profitably be subsumed under a given
educational term. Conceivably, one might develop a set of profiles
with a specified cutoff point for each dimension of etiology, func-
tioning, and prognosis, which would define the term educable,
and another set of profiles and cutoff points to define trainable,
etc. But this kind of comprehensive precision awaits future re-
search.
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TABLF IV

EDUCATIONAL TERMS

Custodial

Equivalent terms: Idiot; Low grade defective; Helpless low grade;
Maladjusted high grade; Physically handicapped high grades; Total care
dependent; Level 1

Etiology:

a) majority of cases pathological in origin; condition exists from
birth or early age (10, 111)

Intelligence:
a) IQ below 35; MA below 3 (10, 168, 182)
b) IQ below 50 (83, 133)

Education:
a) neither training nor education feasible (10, 83, 158, 182)

Maturation and social competence:
a) socially incompetent, e.g., cannot protect self from danger;

requires help in self-care; supervision and control necessary
(10, 98, 125, 158, 168, 179, 182)

Psychological:

a) personality typically unstable (168, 179, 182)

Physical and environmental:
a) limited speech; defects of speech (10, 158, 168, 182)
b) physical defects, e.g., malformations; walking difficulties (10,

158, 179)

Trainable

Equivalent terms: Severely mentally retarded; Mentally defective;
Severely mentally defective; Mentally deficient; Feebleminded; Semi-
dependent; Level 2

Etiology:

a) condition generally nonfamilial in origin; usually evident from
birth or early age (10)
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Intelligence:
a) general broad IQ ranges 20-50; MA 3-8; CA 5-19 (some dis-agreement within general ranges noted, e.g., cutoff CA 16, 18;MA 7, etc.) (10, 74, 85, 145, 168, 182, 185)b) Kuhlmann IQ above 25 or 35 (68, 70, 74)

Education:
a) fails to learn as readily as normals (182)b) permanently unable to attend regular schools (10, 123, 158,168)
c) profits from training, e.g., self-care, toilet, and routine tasks(10, 158)
d) eligibility for training depends on following factors: 1) ambula-tory; 2) ability to care for own needs; 3) sufficient speech tomake wants known; 4) personality stability, e.g., not too anti-social (68, 145)

Maturation and social competence:
a) permanent social inadequacy, e.g., vocationally inadequate; re-quire supervision and protection; may function in shelteredconditions (10, 74, 78, 83, 123, 145, 158, 168)b) significant maturation delays (10)

Psychological:
a) personality ranges do not differ from normals (182)
Physical and environmental:
a) limited speech, e.g., defects; poverty of ideas (10, 74, 145, 158,168)

Prognosis:
a) permanent social inadequacy, e.g., require supervision and cus-tody (123, 168)
b) permanent inability to attend regular schools (123, 168)

Uneducable *I. Ineducable

En:ology:
a) condition generally not familial (127)b) includes physical deviations (83, 144, 171, 172)
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Intelligence:
a) IQ below 75, e.g., 50-60, 50-75 (83, 127, 144, 171, 172)

49

Education:
a) unable to profit from regular schools; however, may profit from

training (83, 127, 144, 171, 172)

Maturation and social competence:
a) socially inadequate, e.g., requires supervision; inability to be

self-supporting (127)
b) may be institutionalized (127, 171, 172)

Physical and environmental:
a) physically inferior (127)

Prognosis:
a) permanent condition (83, 127)

Educable

Terms with similar criteria or emphasizing one criterion: Academic
educational defective; Educable mentally defective; Educable mentally
retarded; Educationally backward; Educationally deficient; Educable
mentally handicapped; Educationally subnormal; Backward; Educa-
tionally retarded; Educationally defective; Intellectual inadequacy; Well-
adjusted young high grades; School backwardness; Marginal dependent;
Level 3

Etiology:

a) inherent lack of ability from birth or early age

Intelligence:
a) IQ range 50 to 70, 75, 80, or 85; CA 8-18 (10,

63, 91, 100, 105, 145, 168, 171, 172, 182)
b) IQ range 40-109 (31)
c) varying intellectual performance, e.g., deficient;

normal (12, 54)

(72, 100, 175)

12, 20, 21, 61,

normal; above

Education:

a) potentially educable; unable to attend regular schools; but, if
relatively well-adjusted, may respond to special training classes
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and to an individual program (61, 63, 72, 79, 91, 100, 102,
158, 168, 171, 172, 175, 179, 182)

b) below average academic performance, e.g., academic readiness
occurs later than normal; fails to make normal progress; all
around backwardness (10, 20, 72, 91, 93, 158, 171, 172, 175,
179, 182)

Maturation and social competence:
a) limited social adjustment possible, e.g., may become occupa-

tionally self-supporting in unskilled jobs; supervision and guid-
ance necessary (10, 43, 63, 72, 100, 105, 158, 171, 172, 179)

Psychological:
a) varying personal problems, e.g., distractible; lack of ability to

concentrate; lack of persistence (10, 12, 20, 21, 31, 54, 91, 105,
168)

b) personality does not differ from normals (136)

Physical and environmental:
a) may have physical disturbances or specialized defects, e.g., word

blindness (54, 105, 171, 172)
b) environmental deprivation, e.g., poverty, lack of cultural stimu-

lation (20, 21, 91, 105, 175)
c) fair motor development; can communicate (158)

Prognosis:
a) backwardness may be remediable condition, e.g., culturally ac-

quired retardation (20, 136, 171, 172)

Dull or Backward

Equivalent and related terms: Borderline dull (includes stable bor-
derline dull, unstable borderline dull); Mild amentia; Borderline retarda-
tion; Educational deficiency; Dullard; Simpleminded

Etiology:

a) dullness may be an inherited condition (105, 171, 172)
b) may be acquired, e.g., environmental (105, 136, 171, 172)

Intelligence:
a) lower end of average range of intelligence; intellectual develop-

ment comes to a halt earlier than normal (20, 100, 136, 1'5)
b) IQ 70 or 75 to 85, 90, or 100 (105, 152, 162, 168, 171, 172,

181)
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Education:
a) may attend regular schools in special classes; may complete

elementary school (20, 100, 105, 171, 172)

b) school achievement different from normal, e.g., retlirded one to

two years in elementary grades; able to reach 4th or 5th grade

(20, 100, 113, 171, 172)

Maturation and social competence:

a) overall reduction of performance, including mild developmen-

tal delays (105, 136)
b) capable of achieving social and economic independence (105,

123)
c) require supervision and support (113)

Psychological:
a) may be emotionally stable or unstable (66)
11) irrational behavior, e.g., screaming attacks, monotonous be-

havior; may behave rigidly (105)

Physical and environmental:
a) general reduction of performance, e.g., language behavior,

motor behavior (66, 171, 172, 175)

Prognosis:
a) dullness a permanent condition (106, 171, 172)
b) acquired form may be remediable (105, 136, 171, 172, 175)

Borderline
Equivalent terms, terms with similar criteria: Borderline defective;

Marginally inadequate; Borderline normal; Subcultural; Mental sub-

normality; Marginal; Functionally mentally retarded; Intellectual sub-

normality; Intellectual retardation; Level 4

Etiology:
a) includes brain-injured children (50)

Intelligence:
a) IQ 60 or 70 to 85 or 90; MA 8-12 (37, 43, 44, 93, 100, 113,

162, 163, 173, 179, 182)

Education:
a) retarded educationally, e.g., may respond to academic instruc-

C100.0111111Prammnimo
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tion in regular or special classes; maximum achievement 4th to
5th grade (100, 113, 158, 182)

b) cannot successfully function in regular schools (93, 158)

Maturation and social competence:
a) require supervision (113)
b) possible social competence, e.g., guidance helpful (37, 43, 44,

47, 54, 93, 158, 179)
c) overall impairment, e.g., self-expression and maturation (42,

47, 66)

Psychological:

a) psychodynamics comparable to normals (50)
b) includes stable, unstable, defective subgroups which cluster indi-

vidual according to personality organization (66)

Physical and environmental:
a) physically inferior to normals (20)
b) minimal retardation in sensory-motor skills (158)

Slow Learner

Etiology:
a) condition may be a constitutional deficiency (100)

Intelligence:
a) IQ 70 to 90 (below average intelligence) (10, 100, 140)

Education:
a) handicapped in traditional academic curriculum, e.g., one year

behind average for age; require special curriculum (10, 100)
b) may remain in regular classroom provided special instruction

is provided (10, 100)

Maturation and social competence:
a) capable of social adjustment if economic security provided

(10)

Physical and environmental:
a) environmental deprivation, e.g., limited social, cultural and edu-

cational opportunities (100)



Legal Terms

LEGAL TERMINOLOGY is based on the various scientific, clinical,
and educational disciplines concerned with mental deficiency, and
the terms and definitions found in the laws and regulations reflect
the knowledge and conventional usages in psychology, medicine,
and education. The survey of legal terminology, therefore, paral-
lels much of what has been reviewed in other sections of this
paper. For example, many laws an ,.-1 regulations refer to classifi-
cation by degree of retardation or potential educational achieve-
ment, and many of the same kinds of problems, the confusion
and lack of clarity, are found also in legal terminology. But these
problems take on a particular and immediate significance in the
formulation of legal terms because the laws, of course, must be
the bases for legal action. The legislator thus is faced with the
problem of constructing laws with sufficient precision and clarity
to serve as a reasonable basis for action, but he must also be
aware of the complexities of diagnosis of mental deficiency and
the lack of a comprehensive body of scientific information upon
which an adequate legal terminology might be based. Conse-
quently, the laws contain, on the one hand, precise definitions of
terms on the basis of IQ or educational achievement, and on the
other hand general and often vague statements about other as-
pects of functioning.

Legal terms have been divided into three major groups: (1)
those appearing in state laws; (2) those in state regulations; and
(3) terms mentionea in the regulation of ten representative cities.
The content analysis of these terms is summarized in Tables V,
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VI, and VII. The numbers after each point in these tables do not

refer to the bibliography considered in other sections of this re-

port, but rather to the numbered lists of states and cities. Thus,

in the table concerned with state laws, the number "1" after a

particular point indicates that the idea is contained in the laws

of Alabama, "2" in Arizona, etc. Similarly, in the table con-

cerned with representative city regulations, "1" refers to Balti-

more, "2" io Boston, etc.

CONTENT ANALYSIS

State Laws

General terms defined in state laws include: mentally retarded;

retarded mental development; exceptional children; mentally de-

ficient; mentally handicapped; handicapped children, persons, or

pupils; defective mental development; and educationally excep-

tional. Notwithstanding this extensive list of terms, the criteria

defining these term; are few and include only a small number of

important concepts.
Etiology: No t!rm appearing in the state laws is concerned

with causal factors.
Intelligence: Alt of the major terms and equivalent synonyms

use retarded intelle.-Aual functioning as a major criterion of defi-

nition. In certain instances, the phraseology is modified, such as

"retarded intellectual development," or "deviation from normal

intelligence," but regardless of modification, there is general con-

sensus that the group defined is identifiable by intellectual per-

formance lower than normal. Only eight states distinguish two

groups of low intellectual functioning, trainable and educable.

Trainable individuals range in IQ from 25 to 50, with MA from

two to seven. The IQ of educable persons ranges from 48 to 78,

with MA from seven to eleven.

Education: Individuals of low intellectual functioning cannot

profit from traditional academic instruction in the ordinary class-

room but may respond to a specialized program of training.

Maturation and social competence: The laws of only two

states note that social functioning is impaired. Six states distin-

guish two groups: (1) trainable persons, who are socially handi-
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capped; and (2) educable persons, who may function independ-
ently with minimal supervision.

Psychological: Two states indicate the possibility of con-
comitant emotional problems.

Physical and environmental: A number of states indicate that
secondary physical handicaps may be present.

Summary: Despite the variation of terminology appearing in
the state laws, the defining criteria of all terms are limited basi-
cally to a few concepts. Briefly, these concepts include gener-
alized statements regarding lowered intellectual performance, in-
ability to attend traditional schools, limited social functioning,
and secondary physical and psychological handicaps. In general,
the specific implication of each of these broad designations is not
indicated.

State Regulations

Two groups of terms are recognized in the state regulations.
One group is concerned with generic terms, such as mentally re-
tarded and mentally handicapped, and a second group considers
criteria for identifying the various types of individuals who may
respond to training and education.

The general terms such as mentally retarded and mental dis-
ability include individuals whose condition may be constitutional in
origin. For example, brain damage may be the cause of retardation.
Intellectually, these persons function differently from, and at a
lower level than, normals. There is some difference in range of IQ
indicated; some regulations specify a range from 50 to 75, others
specify 20 to 90. All definitions indicate that successful regular
school performance is unlikely and not profitable, although special-
ized training facilities and instruction may materially benefit the
retarded in such areas as social adaptability, attitudes, and self-
help. Retarded individuals exhibit defective maturational develop-
ment. Social independence is not likely, although some adults who
have been provided with extensive training ma' function inde-
pendently. Concomitant with lowered intellectual performance are
varying degrees of personal maladjustment and physical disability.
One state regulation indicates that the condition is permanent.

The second group of regulations is concerned with educational
potential.
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Custodial persons are identifiable by an IQ range from 0 to 35,a failure to benefit from instruction, social incompetence, and alack of intelligible communication.
Trainable persons are developmentally incomplete and fre-quently are brain-damaged. The IQ of trainable persons rangesfrom 20 to about 60. These individuals do respond to training butdo not respond to ordinary classroom instruction. Eligibility for atraining program depends on the individual's ability to communi-cate, show "clean body habits," and respond to demands. If suffi-ciently trained, these persons may achieve some degree of economicusefulness.

Educable persons may show some constitutional involvement.The IQ range noted is from 50 to 75 or 80. Like custodial andtrainable, the educable can not attend regular schools but mayprofit from specialized educational facilities. Developmental de-fectiveness, such as slow maturation, is characteristic. Educablepersons may be socially incompetent or socially competent withsome supervision.
Slow learners are identifiable by an IQ score of 70 to 90. Somestates indicate a range of 50 to 75. These individuals are incapableof regular academic instruction but may attend regular schoolsprovided special classes are available.

Regulations of Ten Cities

The general term mentally retarded appears in the regulationsof only two cities and is defined as persons with an IQ range from50 to 78. The remaining terms are specifically concerned withdifferentiating various types of children who may or may notfunction in various educational programs. For example, custodialindividuals have an IQ below 25; trainable in lividuals range in IQfrom 20 to 50 and may be responsive to limited training althoughthey can not become socially independent members of a com-munity. Educable persons range in IQ from 48 to 80, with an MArange from five to twelve. Schooling is limited to two or threegrades and general school progress is half to three-quarters thatof normals. Some vocational independence may be possible. Re-quirements for admittance to a training program include adequatespeech and some social adaptiveness.
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Specificity of purpose

The usefulness of legal terms obviously must be evaluated by
technical experts familiar with the problems and purposes for
which these terms were formulated. In general, legal terminology
is similar to educational terms and classification by level of re-
tardation. Major emphasis is on IQ with some reference to social
competence. Definitions tend to be even more general than those
in other areas, such as education, but this generality may be most
appropriate for legal purposes. As in other fields, the value of
legal terminology is a function of the purposes of the terms. How-
ever, it may be noted that legal terminology is not inconsistent with
classifications developed in other areas of mental retardation.
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TABLE V

FACTOP" INCLUDED IN DEFINITIONS OF TERMS AS CONTAINED IN
STATE LAWS*

Exceptional Children

Equivalent and related terms: Handicapped; Educable (withreservations); Mentally retarded; Severely; Psychologically exceptional
Intelligence:
a) mentally retarded, deviate from normals (1, 8, 17, 22, 32,35, 39, 40, 41)

Education:
a) cannot profit from regular academic classroom instruction (1,8, 17, 22, 35, 39, 41, 46)
b) may profit from specialized facilities and instruction, e.g., pos-sible 3rd grade level attainment; possible self-support or em-ployability (1, 8, 17, 35 39, 40, 41, 46)

Maturation and social competence:
a) impaired social functioning (40, 46)

)1.

listed
Table

Bibliographical numbers
below. For Table V, see
VI, see Bibliography for

1.
2.
3.
4.
5.
6.
7.
8.
9.

10.
11.
12.
13.
14.
15.
16.

Alabama
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
Florida
Georgia
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana

in Tables V and VI correspond to states as
Bibliography for State Education Laws; for

State Regulations.

17. Maine
18. Maryland
19. Massachusetts
20. Michigan
21. Minnesota
22. Mississippi
23. Missouri
24. Montana
25. Nebraska
26. Nevada
27. New Hampshire
28. New Jersey
29. New Mexico
30. New York
31. North Carolina
32. North Dakota

33. Ohio
34. Oklahoma
35. Oregon
36. Pennsylvani-
37. Rhode Island
38. South Carolina
39. South Dakota
40. Tennessee
41. Texas
42. Utah
43. Vermont
44. Virginia
45. Washington
46. West Virginia
47. Wisconsin
48. Wyoming
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Psychological:
a) may have emotional disturbance (32, 46)

Physical and environmental:
a) may have physical defects or handicaps, e.g., inability to con-

trol body functions; impaired hearing or sight (1, 32, 40, 46)

Mentally Deficient; Mentally Handicapped; Handicapped Children,
Persons, or Pupils; Defective Mental Development

Equivalent and related terms: Exceptional; Educable mentally
handicapped; Trainable mentally handicapped; Custodial mentally
handicapped; Exceptional mental condition; Educatable (sic); Handi-
capped children; Mentally handicapped; Severely handicapped; Severely
mentally retarded; Educationally exceptional children; Educable (in-
cludes trainable, custodial)

Intelligence:
a) retarded mental development with lowered intel'ectual function-

tioning, e.g., 3 or more years retarded (3, 7, J 0, 11 12, 13, 15,
16, 18, 21, 25, 26, 27, 31, 38, 43, 44, 45, 47, 48)

b) IQ 35 to 50 (33, 47)
c) MA ranges 7-11 (educable mentally handicapped) (6, 24)

Education:
a) intellectually incapable of profiting from regular academic class-

room instruction, but may benefit from special facilities and
training classes (3, 5, 6, 7, 11, 12, 13, 15, 16, 18, 20, 21, 25,
26, 27, 33, 38, 42, 43, 44, 47)

Maturation and social competence:
a) eligibility for specialized training depends on social competence,

e.g., response to commands; ability to care for self (6, 24)
b) may be socially handicapped, e.g., reduced capacity for self-

support (27, 45)
c) if sufficiently trained, may be socially and economically pro-

ductive (15)

Physical and environmental:
a) physical defects may be present (11, 18, 27, 31, 42, 43, 45)

Mentally Retarded; Retarded Mental Development

Equivalent and related terms: Educable; Educable mentally re-
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tarded; Trainable; Trainable mentally retarded; Custodial mentally re-
tarded; Severely retarded children; Mentally deficient; Mentally retarded
minors; Retarded intellectual development

Intelligence:
a) retarded intellectual development (4, 23, 30, 37)
b) trainable group IQ range 25-48 or 50; minimum MA 2 (23, 30)
c) IQ range 48-78, minimum MA 3 (23, 37)

Education:
a) incapable of profiting from academic instruction in ordinary

schools, but may benefit from specialized training, facilities,
and classes (4, 14, 23, 28, 30, 37)

Maturation and social competence:
a) IQ 50 and below: trainable may be capable of limited social

independence, e.g., exercising caution; functioning in a shel-
tered environment; some social participation; some communi-

cation (28)
b) IQ above 50: educable group may function independently with

a minimum of supervision (28)
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TABLE VI

FACTORS INCLUDED IN DEFINITIONS OF TERMS AS CONTAINED IN THE
STATE REGULATIONS*

Mentally Retarded

Equivalent and related terms: Mentally defective; Mentally handi-capped; Exceptional children; Mental disability

Etiology:
a) retarded condition is constitutional in origin (17)b) brain damage may be cause of retardation (43)

Intelligence:
a) mental incompetence; retarded intellectual development (4, 8,14, 17, 22, 23, 27, 31, 34, 35)
b) IQ ranges 50-75 or 80; various ranges cited, e.g., 50-70 (1,17, 21, 23, 24, 36, 38, 43)
c) IQ 20-79 or 80; IQ 30-75 or 80 (19, 34, 39)
d) IQ below 50 to 90 (33)

Education:
a) incapable, because of retarded intellectual ability, of profitingfrom education in traditional academic subjects (4, 8, 10, 14,22, 24, 29, 31)
b) require special facilities and curricula (8, 10, 12, 29)c) retarded includes varying degrees of educable potential, e.g.,not trainable, trainable, educable, slow learners (14, 15, 18, 1923, 28, 30, 31, 33, 34, 36, 37)

Maturation and social competence:
a) overall development is defective (17)
b) socially incompetent (17, 18)
c) some adults, if sufficiently educated, may be partially or whollyself-supporting (14, 30, 39)

Psychological:
a) may have personality disturbances, e.g., antisocial behavior (23)

* For meaning of bibliographical numbers, see p. 58n.
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Physical and environmental:
a) may have varying degrees of physical defectiveness (10, 23, 45)

Prognosis:
a) essentially an incurable condition (17)

Terms primarily concerned with educable potential:

Custodial

Equivalent term: Custodial mentally handicapped

Intelligence:
a) IQ ranges 0-35 (16, 19, 47)

Education:
a) does not benefit from education (16, 19, 47)

Maturation and social competence:
a) socially incompetent, i.e., fails to attain clean body habits; can-

not respond to direction (6)

Physical and environmental:
a) lack of intelligible communication (6)

Trainable

Equivalent and related terms: Trainable mentally handicapped;
Trainable mentally retarded; Severely retarded; Severely mentally re-
tarded; Un- or noneducable; Group 2; Mentally uneducable; Children
with intellectual handicaps; Severely

Etiology:
a) incomplete development or brain damage (43)

Intelligence:
a) retarded intellectual development (11, 22)
b) IQ ranges 20 to 50 or 60; minimum MA 3 years (various ranges

cited, e.g., 25-49, 35-50, 40-60) (1, 14, 15, 16, 18, 21, 30,
31, 33, 34, 39, 42, 43, 47)

Education:
a) does not benefit from ordinary classroom or special facilities

(11, 14, 15, 19, 22, 31, 36, 43, 46)

7,--Av-r--_--s--rrrorr,qrwpn,snragprp,ryr-,



LEGAL TERMS 63

b) may profit from special training (11, 15, 16, 31, 36)

Maturation and social competence:
a) criteria for eligibility to training program include: 1) clean

body habits; 2) obedience to simple commands; 3) ability to
walk (6)

b) some degree of social adjustment possible under supervision,
e.g., partially or wholly self-supporting

Physical and environmental:
a) limited communication (28)

Educable

Equivalent and related terms: Educable mentally handicapped;
Educable mentally retarded; Moderately retarded; Group 1; Children
with intellectual handicaps; Moderately

Etiology:
a) condition may be constitutional in origin (17)

Intelligence:

a) retarded intellectual performance (7, 22, 25)
b) IQ ranges from 50 to 75 or 80; MA 5-11; various ranges are

indicated, e.g., IQ 55-60, IQ 55-69, IQ 50-79 (2, 6, 7, 13, 17,
18, 19, 21, 24, 29, 30, 31, 32, 33, 39, 41, 42, 43, 47, 48)

Education:
a) unable to attend regular academic schools (7, 15, 22, 41)
b) capable of profiting from special educational facilities, e.g.,

some literacy possible (2, 7, 11, 15, 16, 29, 32, 33, 41)

Maturation and social competence:
a) rate of development is defective; that is, development differs

from normals from birth or early age (11, 17)
b) socially incompetent (17, 18)
c) possible social competence, e.g., may be self-supporting with

some supervision; may be socially and economically independ-
ent (21, 28, 32, 39, 43)

Slow Learner

Equivalent terms: Mildly retarded; Mildly; Mentally retarded
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Intelligence:
a) IQ 50-75 (34)

b) IQ ranges 70-90; various ranges indicated, e.g., 70-80, 75-90

(13, 16, 33, 47)

Education:
a) incapable of regular academic instruction (34)

b) capable of limited academic achievement in special classes (34)
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TABLE VII

FACTORS INCLUDED IN DEFINITIONS OF TERMS AS CONTAINED IN THE
REGULATIONS OF REPRESENTATIVE CITIES*

Mentally Retarded; Retarded Mental Development

(term appears in the regulations but is not defined)

Intelligence:
IQ ranges from 50 to 78 (5, 10)

Terms specifically concerned with educable and trainable criteria:

Uneducable

Related terms: Untrainable; Custodial

Intelligence:
IQ below 25 (8, 10)

Trainable

Related terms: Mentally handicapped; Severely limited child; Se-
verely mentally retarded; Low intelligence; Uneducable but trainable

Intelligence:
a) IQ ranges from 20 to 50; MA ranges from 3 to 8 (1, 2, 3, 5,

6, 7, 8, 9, 10)

Education:
a) limited specific training possible (1)

Maturation and social competence:
a) fails to mature either socially or intellectually (8)

* Bibliographic numbers in Table VII refer to cities as listed below. See
Bibliography for City Regulations.

1. Baltimore, Maryland 6. New Orleans, Louisiana
2. Boston, Massachusetts 7. New York, New York
3. Chicago, Illinois 8. Philadelphia, Pennsylvania
4. Cincinnati, Ohio 9. San Francisco, California
5. Milwaukee, Wisconsin 10. St. Louis, Missouri

.....111.1rarvasamil+Mrhavw-e-e,
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b) limited potential for social independence, e.g., self-support;
making adequate personal decisions, ability to care for self;
requires support, supervision (1, 9)

Educable

Related terms: Mentally handicapped; Mentally deficient; Slow
learners

Intelligence:
a) 10 may range from 48 to 80; MA may range from 5 to 12 (2,

4, 6, 7, 9, 10)

Education:
a) school progress half to three-quarters that of normal child (3)
b) may successfully complete 3 or 4 elementary grades (3)

Maturation and social competence:
a) may be trained to perform skilled work; self support may be

possible (3)

Psychological:
a) ability to relate to others a requirement for potential educa-

bility (3)

Physical and environmental:
a) adequate speech necessary for admittance to program for edu-

cable (3)



Pseudo-Feeblemindedness

THE TERMS pseudo-feebleminded, impermanent mental defectives,

pseudo-symptomatic retardation, and apparent feeblemindedness

are designations given to individuals who, despite evidence of de-

fective intellectual and social functioning, are not peLmanently

defective. These terms are concerned primarily with errors in

diagnosis. In many respects, the area of pseudo-feeblemindedness

is a commentary on the need for an accurate diagnosis. For if a

diagnosis is complete in every respect, presumably there would

be no error and obviously no pseudo-feeblemindedness. It has been

stated in the literature, for example, that there is only "deficiency"

or "no deficiency." If an original diagnosis later proves false, the

logical conclusion is that the original diagnosis was in error. Never-

theless, writers in this area believe that there are many instances

in which an individual appears to be feebleminded and later func-

tions normally. Generally, the literature consists of case studies

demonstrating the errors, neglect, and inaccuracies of an original

diagnosis.

Etiology

The literature states that brain-injured individuals or individ-

uals whose performance has been affected by early illnesses may,

because of inadequate medical treatment, fail to function normally.

Presumably, an adequate medical history and physical examination

would reveal the nature of the injury or illness and determine if

treatment might improve functioning.
67
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Intelligence

Individuals may be incorrectly diagnosed as deficient on the
basis of an invalid test score. Writers agree that an accurate IQ
can only be obtained if a well-trained, experienced examiner ad-
ministers a wide battery of performance and verbal tests to an
individual who is in relatively good health and is amenable to the
test situation.

Education

Educational neglect or lack of opportunity and special dis-
abilities are the areas most frequently cited as causes of pseudo-
feeblemindedness. The individual whose education is limited
perhaps will perform in a deficient manner and accordingly be
mistakenly classified as defective. A language barrier, for example
a non-English-speaking child in an American school, and inad-
equate teachers are mentioned also as possible causes of pseudo-
defective behavior.

Maturation and social competence

Too early a diagnosis made on the basis of an individual's
pattern of maturation may lead to false diagnosis. The literature
presents many case histories demonstrating that a diagnosis must
allow for those persons whose development proceeds differently
from that of normals but who are not defective. Instances of ex-
tremely late talkers and delayed school achievement indicate that
an early childhood diagnosis based on the assumption of even and
regular maturation may lead to invalid classification.

Psychological

Writers are in agreement that emotional disorders may be
confused with defectiveness. Particularly emphasized is the schizo-
phrenic whose defective behavior is easily mistaken for feeble-
mindedness. Although distinguishing emotional disorders from
defective disorders may be difficult, writers in this area stress the
need for careful discrimination.

Physical and environmental

Physical handicaps, for example, defects of sight or hearing,



P!UDO- FEEBLEMINDEDNESS
69

may interfere with normal functioning and should not be confused
with defectiveness. A deaf child, for example, may respond nor-
mally if given proper training. The environmentally deprived child
with limited social and cultural experiences, a spastic child unable
to control movements, are representative of some kinds of depriva-
tion and handicaps which cause an individual to respond defec-
tively.

Prognosis

The prognosis may be of reversibility if any one or several
of the major stresses are removed. Illustrations of improved per-
formance of individuals because of an enriched social environment,
mastery of the test language, and psychotherapy are presented in
the literature.

Summary

In summary, pseudo-feeblemindedness is a condition of de-
ficient performance which is not permanent and reflects an in-
accurate diagnostic evaluation. An individual appears and performs
as if he were defective, but given an adequate examination and full
opportunities to overcome a handicap, this individual may function
normally in society. Case histories in the literature illustrate the
dangers of a diagnosis made on the basis of too few criteria and
emphasize specific conditions which have, on the basis of clinical
evidence, proved to simulate defectiveness.

Pseudo-feeblemindedness would seem to be a concept which
has significant implications for the treatment and education of the
mentally retarded. But implementing these implications in practice
is hampered by the vagueness of proposed actions and the inade-
quacy of diagnostic procedures. To say that a competent psycholo-
gist should examine a child for the possibility of pseudo-feeble-
mindedness does little more than pass the problem of valid
diagnosis to one member of a clinical team. What does the
competent psychologist do in arriving at a decision about whether
or not a child is pseudo-feebleminded? Unless the concept is
formulated with greater specificity to guide the actual operations
and bases for making a diagnostic decision, the potential practical
usefulness of the concept necessarily will remain limited. This
suggests that a system of terminology should provide some basis for
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guiding diagnostic action in the identification of possible pseudo-
feeblemindedness. Terminology itself, of course, can not solve
the problems of accurate diagnosis; however, it can provide some
symbolic structure which will give direction to the development of
effective diagnostic operations.
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TABLE VIII

PSEUDO-FEEBLEMINDEDNESS

Pseudo-Feeblemindedness; Impermanent Mental Defective;
Pseudo-symptomatic Retardation; Apparent Feeblemindedness

Etiology:
a) brain injuries, early illnesses, etc., which may respond to med-

ical therapy or training (6, 7, 93)

Intelligence:
a) insufficient battery of tests and retests, e.g., poor performance

on first testing (7, 27, 73, 176)
b) inadequate examiners (27, 176)
c) hunger, fatigue, or other temporary handicaps which may nega-

tively influence performance (20, 21, 27, 176)

Education:
a) educational neglect (27, 73, 148)
b) inadequate teaching methods (7)
c) special disabilities, e.g., reading (6, 7, 175)
d) language barriers, e.g., foreign language background (27)

Maturation and social competence:
a) delayed development or slow maturation, e.g., speech delays (6,

7, 27, 73, 93, 176)

Psychological:

a) personality or emotional problems (73, 90, 93, 98, 149, 155,
176)

b) schizophrenic reactions (90, 103, 175)
c) confusion with mental deviations (27)
d) disorders of family relationships, e.g., inadequate mothering (7,

27, 73)

Physical and environmental:
a) physical handicaps, e.g., hearing, sight, motor coordination (6,

7, 19, 20, 21, 73, 93, 115, 176)
b) environmental deprivation, e.g., poverty, social and cultural

lacks (20, 21, 27, 30, 41, 66, 73, 76, 93, 148)
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Prognosis:
a) defective without organic pathology may be capable of change,

e.g., IQ improvement (30)
b) normal functioning may be possible when stress is removed (66,

93)



Diagnostic Considerations
and Problems

A RELATIVELY ACCURATE diagnosis of defective functioning is the
result of extensive and careful examinations from medical, psycho-
logical, and pedagogical points of view. Diagnosis is multifactorial;
no one criterion is sufficient; only the consideration of many criteriaand the interrelationship of several criteria may be helpful in the
determination of a defective condition. The consideration of diag-
nostic criteria and critical implications form a major section of
the literature and of this entire paper; therefore, this section only
briefly summarizes the principal suggestions contained in the
literature.

Etiology

The literature agrees on the necessity of a complete medical
examination which should include personal medical history (e.g.
pre-, during, post-natal complications, early illnesses, etc.) and
family history. Etiology is deemed important in terms of action
to be taken. For example, some defective conditions if diagnosed
sufficiently early in development may respond to medical treatment.

Intelligence

Intellectual functioning should be determined by a competent
examiner who administers a wide battery of verbal and perform-
ance tests. Although examples of typical tests are cited, no one
test or particular battery of tests is suggested. A single score on
a single test is insufficient.
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Education

Grade level, achievement scores, special disabilities and abili-ties must be evaluated. Although low intelligence may be thesingle most important factor in school failure, other factors, suchas motivation and health, may account for academic failure.
Maturation and social competence

A developmental history should include significant landmarks,such as age of walking and talking. Further maturational historyshould consider relationships to siblings, to parents, and to personsoutside the family. Evaluation of adults should include ability tobe economically self-supporting and socially competent. A meas-ure suggested is the Vineland Social Maturity Scale, designed toestimate level of maturation and social competence.
Psychological

Insofar as possible, a thorough psychological examinationshould be made. Performance on objective tests, clinical evaluationof personality, and moral reactions should be considered.
Physical and environmental

Writers are in agreement about the necessity of a carefulexamination of the individual's physical condition and environ-mental background.

Prognosis

The diagnosis should include some estimate of prognosis.
Summary

Diagnosis is a multifactorial consideration of many criteriafrom various points of view. Current intellectual and physicalfunctioning, as well as psychological,
environmental, and back-ground history of the individual must be evaluated.



DIAGNOSTIC CONSIDERATIONS AND PROBLEMS 75

TABLE IX

DIAGNOSTIC CONSIDERATIONS

Diagnostic Considerations and Problems

Etiology:
a) physical examination including medical history, e.g., record of

illnesses (1, 20, 21, 38, 42, 45, 54, 58, 78, 93, 104, 111, 128,
134, 137, 157, 165, 171, 172, 175, 182)

b) family history, e.g., defective family members (1, 20, 54, 93,
109, 128, 134, 158, 165, 171, 172)

c) pre-, during, post-natal factors (1, 109, 128, 134, 165, 171, 172)

Intelligence:
a) performance on mental exams, e.g., Binet score; self-adminis-

tering tests, e.g., Otis (1, 20, 21, 24, 26, 37, 45, 54, 58, 75, 78,
93, 111, 134, 137, 149, 157, 171, 172, 175, 182)

b) performance tests, e.g., Grade Arthur, Kohs, Paterson Five
Figure Board, Witmer Formboard (1, 20, 24, 54)

Education:
a) school achievement, e.g., grade, examination of school perform-

ance; special abilities and disabilities, e.g., reading (1, 20, 21,
42, 56, 58, 93, 128, 134, 149, 171, 172, 175, 182)

b) teacher evaluations (20, 21)

Maturation and social competence:
a) developmental progress, e.g., age of walking, talking (1, 6, 45,

54, 56, 78, 109, 111, 134, 157, 171, 172)
b) social history, e.g., relationship to family members; general be-

havior (1, 20, 21, 51, 55, 75, 78, 93, 134, 171, 172, 182)
c) (adult) whether or not individual is socially competent, e.g.,

able to independently function; self-supporting (1, 32, 38, 42,
45, 56, 58, 128, 134, 175)

d) Vineland Social Maturity Score (34, 42, 51, 54)

Psychological:
a) moral reactions (1, 58, 134, 171, 172)
b) personality, e.g., presence of emotional disturbances; schizo-
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phrenia; behavior simulating deficiency (1, 75, 76, 90, 93, 103,
157, 171, 172, 175)

c) performance on projective tests, e.g., Rorschach, TAT (1, 149)

Physical and environmental:
a) past and present environmental status, e.g., poverty, broken

home, foster home (1, 20, 32, 66, 67, 78, 93, 149, 157, 171,
172, 175)

b) physical handicaps, e.g., speech (also consider deceptive high
verbal ability), sight, hearing, motor disturbances (1, 6, 20, 21,
32, 54, 55, 56, 66, 93, 109, 134, 157, 171, 172, 175, 182)

c) cultural influences, e.g., lack of opportunity; standardized cul-
ture which may preclude desire for achievement (1, 20, 21,
32, 67, 76, 93, 157, 175)

Prognosis:

a) judgment that improvement is not possible (42, 45)



Some Major Concepts

THE LITERATURE in mental retardation contains a large variety of
terms, some used synonymously and others involving subtle, often
impractical, distinctions. There are different definitions for the
same term, and in some instances a term appears in different kinds
of classification systems with different references. New and special-
ized terms appear in the literature with remarkable frequency, and
the level of usage ranges from popular euphemisms to technical
jargon. Consequently, many terms have lost their specificity and
validity. Notwithstanding these observations, there appears to be
a good deal of agreement about some aspects of the mentally re-
tarded; that is, despite apparent differences, terms dealing with
such phenomena as gross levels of retardation and broad etiological
groupings do communicate some consistent information. Perhaps
communication about mental retardation is possible, in spite of
the diffuse terminology, because of the immediacy and concrete
nature of the problems involved. Nevertheless, on the basis of the
present review of the literature, it seems unlikely that the diversity
and lack of specificity of terms is conducive to clear and precise
communication.

The current state of confusion in terminology probably reflects
the rapid development of interest and activity in the area of mental
retardation. Any proposal for clarifying this situation must take
into account the fact that many persons with various purposes
are taking different actions from different points of view. The
diversity of terminology also reflects the lack of a comprehensive
and generally accepted theory of mental retardation. There have
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been numerous proposals concerning specific issues, and there area number of valuable compendiums of empirical observations; butthere is no single set of explicit constructs and theoretical relation-
ships agreed upon by writers in the field. Perhaps the formulation
of a special theory of mental retardation is not a valid enterprise
because of the heterogeneity of the phenomena involved. Perhapsthe lack of a comprehensive, accepted theory is most appropriate
at the current stage of knowledge and ignorance in this area. At
any rate, the lack of such a theory impedes the development of a
formalized, rigorous system of terminology.

In view of these observations, some structuring of the anarchy
of current terminology may be useful. Although it is impossible
to legislate the usage of particular terms, the information and con-cepts gained from a review of the literature clarify the problems
involved and suggest a direction for further development.

Major Concepts

1. Mental retardation is multidetermined: There is a hetero-
geneity of etiology of mental retardation; that is, below-normal
functioning can be a consequence of many different factors. Insofaras an action taken in any particular case is related to the cause
of defective functioning, the concept of heterogeneous etiology is
important. Repeated throughout the literature is the thesis that
defective functioning is not necessarily a consequence of innately
determined intellectual ability; that in a group of persons, there
may be widely different causes of retardation; and within any
single case, several etiological factors may interact.

This seems to be a reasonable thesis, but the problems of
differential and multi-dimensional diagnosis can not be solved
merely by devising a system of words. More important, perhaps,
are the problems of insuffic'ent knowledge of etiology, inadequacy
of measurement, and ignorance of the interrelationships amongcausal factors and consequences of various actions. Nevertheless,a system of terminology may be helpful in organizing current
knowledge and guiding research and practice. For these purposes,
the terminology should at least provide some means of explicitly
communicating the multideterminants and interaction of etiological
factors. Broad etiological groupings stemming from a nature-nur-
ture controversy probably are of little use for current purposes.
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2. Mental retardation is multidimensional: Intellectual ability
undoubtedly is an important determinant of social competence.
However, other important determinants tend to be ignored if the
description of a person is made primarily on the basis of intelli-
gence. A characteristic level of intellectual functioning is central
to the definition of the area of mental retardation, but other aspects
of behavior and status are significant in deciding upon actions and
evaluation of consequences. In a sense, almost by virtue of the
fact that potential academic achievement of the mentally retarded
person is less than that of the normal, other nonacademic and
nonintellectual aspects of functioning would seem to be more
rather than less important in this area. Hence, the terminology
should provide some basis for communicating the particular charac-
teristics of a person along many dimensions.

Although the literature suggests that IQ alone is not a sufficient
basis for terminology and diagnosis, some writers suggest that
the various dimensions of functioning are positively interrelated.
The intellectually defective person tends to be a physically weaker
organism, maturationally retarded, and in some instances psycho-
logically less stable than the normal. However, there is little re-
search that specifies the magnitude of these interrelationships, and
certainly it is unlikely that many of these correlations are very high.
The various dimensions of functioning are not independent, but
they are also not perfectly correlated. Thus, a system of terminol-
ogy which provides a multidimensional profile, rather than E-lup-
ings based on gross clustering by level of retardation, probably
will have eventually a wider range of usefulness.

3. Individual differences among the mentally retarded: Even
within one dimension of behavior, and with similar etiologies,
there are individual differences among a group of mentally retarded
persons. For example, any given IQ means different things in
terms of actual test performance and intellectual ability. In many
dimensions of functioning, these individual differences become even
more pronounced.

Since any system of terminology involves abstraction, some
information about concrete events necessarily is lost when these
events are symbolically represented. Therefore, one aim in de-
veloping terminology is to devise a symbolic system which is not
unwieldy, but which provides some basis for designating important
individual differences.
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4. The level of functioning can be maintained or modified:
In some cases, appropriate action can result in the reversibility of
retardation; in other instances, the level of functioning can be
significantly improved; and for some persons behavior can be
maintained and deterioration of functioning prevented. The
follow-up research, reviewed in another section, suggests at least
modest optimism in the prognosis of some mentally retarded
persons; and surely prognosis should be an important basis for

terminology. Unfortunately, the follow-up research does not offer

a great deal of information about the kinds of persons who show

various types of improvement as a consequence of differential

treatment. Terminology and diagnosis, nevertheless, should provide

some framework for developing a rational guide, grounded in

theory and research, for action which will maximize an individual's
level of functioning. At the present time, terminology must be based

on some approximation of a useful guide for action, taking into
consideration the limitations of current knowledge about prognosis

and the potential modification of functioning.



Conclusions and
Recommendations

THE FUNCTION of terminology is to communicate meanings havingsome concrete reference agreed upon by those using the terms.However, many different kinds of people are concerned withmental retardation: parents, school boards, pediatricians, psychol-ogists, educators, psychiatrists, and social workers. These groupshave different backgrounds, training, and interests, and use termi-nology for different purposes. Furthermore, various local systemsof terminology are more or less entrenched and may have consider-
able local validity in view of the particular facilities available andactions that are possible. There are also local differences in thedegree of environmental stress and the kinds of environmentaldemands which interact with the individual's capacity to function.A person may perform successfully in one situation and fail in
another. Therefore, a terminology concerned with the adequacy ofactual or potential functioning must account for the relativity ofsuccess in different environments. A final difficulty is the lack of
precise, reliable, valid, and generally accepted measures of impor-
tant variables such as intellectual adequacy, social competence, and
emotional adjustment. Without such measures, there is little basis
for establishing the concrete reference of terms necessary for effi-
cient communication.

In view of these observations and the current confusion and
disagreement found in the literature, it would seem desirable toformulate a general conceptual structure within which the varia-
tions in terminology and usage could be made explicit. This general
structure would then serve as a basis for developing replicable,

81



82 TERMINOLOGY AND CONCEPTS
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SYSTEM OF DEFINITION

On the basis of the present review of the literature, a tentative
multidimensional system for the definition of terms has been
developed. The proposed system consists of a number of dimen-
sions concerned with etiology, functioning, status, and prognosis.
Each dimension is divided into several subcategories, representing
either qualitative differences, as in etiology, or quantitative dif-
ferences. The dimensions were derived from the literature and
represent a composite of the aspects of diagnosis and classification
suggested by various writers.

The several dimensions are grouped within six broad diagnostic
categories: (1) etiology; (2) intelligence; (3) maturation; (4)
psychological and social status; (5) physical and environmental
status; (6) prognosis.

Classification on the basis of intelligence is divided into six
specific dimensions, thus providing a degree of precision which
reflects the range of individual differences in intellectual functioning
found in the mentally retarded population. In addition to general
estimates of intelligence based on dimensions of mental age and
IQ, the present classification also provides for more specific esti-
mates of functioning on verbal and performance tasks. To account
for intellectual functioning other than as measured by specific
intelligence tests, one dimension considers educational achieve-
ment, and a final dimension concerns specific abilities and dis-
abilities. Clas ,ification on the basis of these six dimensions would
seem to provide a comprehensive description of a person's intellec-
tual functioning, indicating general ability as well as specific
strengths and weaknesses.
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Maturation is defined on the basis of three dimensions: (1)
self-help; (2) motor development; (3) socialization. Specifically,
these dimensions concern ability to perform relatively routine tasks,
to take care of oneself, and to relate to others. In general, these
abilities develop as the child grows older, and the steps from 0 to 9
within each dimension represent increasingly mature behaviors.

Psychological and social status includes emotional adjustment,
social adjustment, and temperament. Emotional adjustment covers
various psychodiagnostic categories, ranging from psychotic to rela-
tively normal adjustment. Social adjustment refers primarily to
either hostile or withdrawing behavior, and temperament is con-
cerned with characteristic activity level, ranging from either ex-
treme hypo- or hyperactivity to the normal range of behavior.

Physical status is considered in three dimensions: (1) sensory
handicap; (2) motor handicap; and (3) speech handicap. Environ-
mental status is defined in terms of the degree and type of environ-
mental deprivation.

The final dimension is concerned with prognosis, and it ranges
from anticipated deterioration to complete reversibility of retarded
functioning.

The present system must be considered only an initial approxi-
mation, clearly in need of further refinement. Upon inspection of
the general system, a number of problems become obvious. Fcr
example, it seems likely that the numerous dimensions derived
from the literature are not independent and need to be revised and
regrouped. While it is advantageous to begin with a relatively large
number of dimensions covering a wide range of information, fui:
ther research may suggest a more efficient organization. Similarly,
the steps or subcategories within each dimension are likely to
require further revision and refinement. Finally, there must be a
more specific designation of the operations defining each dimension.
In its present form the proposal consists of a variety of dimensions
with descriptive subcategories. But if terminology is to move in
the direction of operational definitions, the operations must be
specified. In short, this proposal is offered as a first draft, approxi-
mating what a systematic method for definition might be like.
Perhaps the major value of this proposal is to illustrate the type
of procedure recommended for the clarification of terminology.

Despite the obvious limits of the proposed system, certain ad-
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vantages are apparent. First, the development of a system like the
one outlined would provide some standardized set of reference for
defining terms. It is unlikely that one set of terms will be accepted
and found to be generally useful in the variety of settings in which
problems of mental retardation are of concern; but a standard
system of defining terms would provide a common basis for com-
munication and translation from one set of usages to another. One
consequence might be recognition of the synonymous usage of dif-
ferent terms, the impracticability or uselessness of certain subtle
distinctions, and the gradual evolution of a standard system of
accepted terminology. Another value of such a system lies in the
possible coordination of further research in terminology and di-
agnosis. For example, the proposed system could be treated as a
basis for classification, using standard content analysis techniques
which wou!4 -1 provide an extraordinary degree of precision and
flexibility. Further research might investigate the interrelationships
among the various dimensions; other research might be directed
at methods of summarizing the descriptive data, using various
scores, cutoff points, or profiles, and relating this information to
educational and therapeutic goals.
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TABLE X

RECOMMENDED BASIS FOR DEFINING TERMS

Etiology
(Code one or more and add sum of code numbers)

1 None
2 Genetic types: syndromes which are genetically determined,

e.g., genetic microcephaly

4 Medically classified clinical types of undetermined etiology:

e.g., mongolism
8 Traumatic: a result of injuries sustained during birth or post-

natally, e.g., irradiation
16 Infective: due to illness, pre-natal or post-natal, e.g., maternal

rubella, encephalitis

32 Physical deprivation: e.g., thyroid (cretinism), nutritional

64 Sensory deprivation: e.g., blindness, deafness

128 Environmental deprivation: e.g., extreme poverty, lack of
family, early institutionalization with severely limited inter-

personal experience

256 Psychological disturbance: e.g., schizophrenia

512 Garden variety: individuals with family histories indicating

dull normal or lower intelligence

Intelligence
Total intelligence (mental age as measured by standard test, e.g.,

Stanford-Binet, WISC. Code one)

0 MA 0-2 years 5 MA 9.1-10 years

1 MA 2.1-4.5 years 6 MA 10.1-11 years

2 MA 4.6-6 years 7 MA 11.1-12 years

3 MA 6.1-8 years 8 MA 12.1-13.4 years

4 MA 8.1-9 years 9 MA 13.5 years or more
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Intellectual retardation (IQ. Code one)
0 IQ 0-19 5 IQ 65-69
1 IQ 20-39 6 IQ 70-74
2 IQ 40-49 7 IQ 75-79
3 IQ 50-59 8 IQ 80-84
4 IQ 60-64 9 IQ 85 or more

Symbolic intelligence (measured by tests involving primarily sym-bolic intelligence, e.g., verbal part of WISC, vocabulary, reason-ing, arithmetic items on Binet. Code mental age level which bestdescribes current functioning. Refer to Binet or WISC for spe-cific criteria. Code one)

0 MA 0-2 years 5 MA 9.1-10 years
1 MA 2.1-4.5 years 6 MA 10.1-11 years
2 MA 4.6-6 years 7 MA 11.1-12 years
3 MA 6.1-8 years 8 MA 12.1-13.4 years
4 MA 8.1-9 years 9 MA 13.5 year, or more

Performance test intelligence (measured by tests primarily involvingperformance items, e.g., performance part of WISC, Arthur Per-formance Scale. Code one)
0 MA 0-2 years 5 MA 9.1-10 years
1 MA 2.1-4.5 years 6 MA 10.1-11 years
2 MA 4.6-6 years 7 MA 11.1-12 years
3 MA 6.1-8 years 8 MA 12.1-13.4 years
4 MA 8.1-9 years 9 MA 13.5 years or more

Educational achievement (estimated grade level achievement onbasis of standardized tests, e.g., California Achievement Tests orReadiness Test. Code one)

0 None
1 School readiness
2 First grade
3 Second grade
4 Third grade

5 Fourth grade
6 Fifth grade
7 Sixth grade

8 Seventh grade
9 Eighth grade or more
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Specific abilities or disabilities (abilities above normal range; dis-
abilities indicating functioning at least two years below ex-
pectancy based on total MA. Code one or more and add sum
of code numbers)

1 No special ability or disability
2 Specific disability other than those listed (e.g., memory)

4 Specific performance disability (e.g., inability to perform tasks
at least two years below MA expectancy)

8 Specific symbolic disability (e.g., reading, arithmetic)

16 Specific ability other than those listed
32 Specific construction ability (e.g., handicrafts)

64 Specific artistic ability

128 Specific memory ability
256 Specific verbal ability (e.g., reading, writing, vocabulary)

512 Specific arithmetic ability

Maturation
Self-help (code one)

0 Totally helpless: cannot feed self; cannot dress self; not toilet
.... trained; can only function in protected environment (home, in-

stitution) with complete help

1 Almost helpless: cooperates in being fed; may finger feed self
some foods; cooperates in being dressed; not toilet trained but
may request toilet; can function in protected environment with
much help

2 Partial self-help in simplest tasks: can eat and drink with as-
sistance; can perform simplest dressing tasks (e.g., put arms
through shirt, pull dress over head) with assistance but for most
clothes must be dressed by others; some toilet training, but ir-
regular, and frequent lapses; can function in protected environ-
ment with some help or close supervision

3 Self-help in simplest tasks: can eat and drink alone without active
help but much supervision; can put on simplest clothes alone with
supervision, but for more complicated tasks, such as buttoning,
needs to be dressed by others; toilet trained during the day with
occasional lapses, particularly under stress, and needs much super-
vision at toilet; can function in protected environment with
moderate supervision
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4 Can do some routine tasks alone with supervision: can eat and

drink alone with only some supervision; can dress self, needs

supervision, occasional help for more complicated dressing tasks;

toilet trained with occasional lapses, and needs some supervision

at toilet; can function in protected environment with occasional

supervision

5 Can do many routine tasks alone with some supervision: can eat

and drink alone with only occasional supervision; can dress self,

needs some supervision for more complicated dressing tasks;

toilet trained. needs only occasional supervision at toilet; can

function in protected environment largely without supervision

6 Can do most routine tasks with only occasional supervision: may

eat and drink alone; dress self; toilet trained; but needs help or

supervision in one area of self-help (eating, dressing, toilet train-

ing); can function outside of protected environment (home, in-

stitution) without supervision

7 Can do almost all routine tasks alone: can eat and drink alone;

dress self; toilet trained but occasional lapses or regression par-

ticularly under stress, requiring help or supervision; can function

outside protected environment with some supervision

8 Can do routine tasks alone but needs help in more complex de-

cisions; can eat and drink alone; dress self; toilet trained; can

function outside protected environment with minimal supervision

9 Can make independent decisions: complete self help; can func-

tion without supervision in normally complex environment

Motor development (code one)

0 Total or almost complete lack of motor development; cannot

stand

1 Extends arms; bounces; pivots; stands momentarily; grasps; over-

reaches; plays with and explores toys; creeps; walks; runs with-

out falling and squats in play; casts objects; builds tower; turns

pages of book; makes tiny marks with crayon

2 Walks on tiptoe; jumps; runs; pushes toy; runs, gallops, and

swings to music; fingers water; manipulates clay; puts on and

buttons shoes

3 Can throw ball; active, runs up and down stairs; good balance

(cf-,rries breakable objects); crude designs with pencil; begins to

copy; uses scissors; can ride tricycles

4 Ease and control of bodily activity; changes posture while play-

00
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ing; climbs; alternates feet on stairs; attempts to roller skate;

jumps rope; manipulates sand; can mold objects with clay; can

build with blocks; can paint

5 Very active; wrestling; tumbling; pushes furniture; digs; tries

skating; active balance; swinging; playing; can utilize varied ma-

terials; cuts; pastes; tapes; attempts to sew; prints large letters

6 Repeats performances; "runs" on certain activities; jump rope;

skating; limited use of bicycle; some caution in gross motor ac-

tivities; pencils tightly gripped; tendency to heavy pressure; prints

several sentences; boys can saw a straight line; girls cal: color and

cut paper dolls

7 Body movements rhythmical and graceful; boy can play mir:cer

ball; girls can play jump rope; stance and movement .ree; tes

and prints accurately with fairly uniform letters; some perspeci've

in drawing; draws action figures in good proportion; girls an

now hem a straight edge in sewing

8 Works and plays hard; interest in own strength; wrestling; learns

to perform skilfully in team games; can hold and swing a ham-

mer well; saws accurately; handles garden tools; can dress rapidly;

builds complex structures with erector set; girls can cut and sew

simple garments and can knit

9 Motor development characteristics of mature adult.

Socialization (code one)

0 Little or no socialization except as object of care of others; may

recognize some familiar figures

1 Relates primarily to mother (or mother substitute); limited rela-

tionship to other adults; recognizes other familiar figures, not

interested in siblings, other children; plays alone

2 Can relate to more than one adult; recognizes other children;

parallel play with other children; noncooperative with other chil-

dren but may like to be with others

3 May relate well to familiar adults; may get on well with older

siblings or other familiar older children, but not with younger

children; no distinction between sexes; may have temporary at-

tachment to one playmate; conversations with other children

4 Realization of other children as separate entities; more interested

in children than in adults; some cooperative play, some imagina-

tive play with other children; may have special friend
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5 May resist parental authority; plays well, cooperative play with

other children in small groups; frequent grouping and regroup-
ing; prefers children own age

6 Growing independence from adults; interest in making friends;
likes to be with friends; has two-way interaction with other child;

aware of social rules

7 Increased awareness of attitudes and standards of others; co-
operates in group, may be controlled by criticism of others; may
have best friend; tends to play with children of same sex; plays

more or less consistently with same small group

8 May have close chum of same sex and age; gets on well in general

with playmates; may form informal club or group for definite
purpose, interested in success of club or group rather than in-

dividual enjoyment

9 Interpersonal relations characteristic of adolescent and adult;

close friend of opposite sex; organized, complex group relations;

awareness of social standards, roles

Psycho social status
Emotional adjustment (code one)

0 Extremely disturbed: schizophrenic; almost requires institu-

tionalization

1 Extremely disturbed: manic-depressive; may be manic, depres-

sive, or with cyclical shifts; requires institutionalization at least

during episodes

2 Extremely disturbed: paranoid; systematized delusions

3 Extremely disturbed: organic psychosis, e.g., paresis

4 Severely disturbed: generalized and severe anxiety, tension, neu-

rotic manifestations, e.g., obsessive-compulsive, phobic conver-

sions; perhaps borderline psychotic; in general, maintains con-
tact with reality but functioning severely limited at least in part

as a result of emotional maladjustment

5 Moderately disturbed: high anxiety, tension, somewhat less gen-

eralized than severe category; some neurotic manifestations;
emotional maladjustment seriously interferes with efficient func-

tioning; susceptible to severe disturbance under mild stress

6 Mildly disturbed: some anxiety, tension, or depression which

interferes somewhat with efficient functioning; may show mild
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neurotic manifestations; may become severely disturbed under
moderate to severe stress

7 Specific emotional disturbance, moderate to severe: general emo-
tional adjustment within normal range, but moderate to severe
anxiety and tension in specific situations, e.g., moderate to severe
test anxiety

8 Specific emotional disturbance, mild: general emotional adjust-
ment within normal range but mild to moderate anxiety in
specific situations, e.g., mild to moderate test anxiety

9 Emotional adjustment within normal range of anxiety, tension:
by and large, emotional adjustment does not interfere with effi-

cient functioning

Social adjustment (code one)

0 Extremely maladjustedaggressive: antisocial; acts out strong
hostile, antisocial impulses; may be psychopathic; requires insti-
tutionalization; very dangerous

1 Extremely maladjustedwithdrawn: asocial behavior; requires
institutionalization

2 Severely maladjusted--aggressive: frequently acts out hostile,
antisocial impulses; may be psychopathic; frequently disobeys
social rules or laws; requires strict supervision; can be or is
potentially dangerous to others or self

3 Severely maladjustedwithdrawn; asocial behavior; usually not
requiring institutionalization bat strict supervision

4 Moderately maladjustedaggressive: unstable, unpredictable,
sometimes acts out fairly strong hostile impulses, e.g., violent
temper tantrums; possibly psychopathic; sometimes disobeys so-
cial rules or laws; requires some general supervision and strict
supervision during episodes; during outbreaks, possible dangerous
to others or self

5 Moderately maladjustedwithdrawn: unstable, unpredictable,
sometimes periods of withdrawal; requires some general super-
vision, particularly during periods of withdrawal

6 Mildly maladjustedaggressive: occasionally acts out hostile,
antisocial impulses, e.g., temper tantrums; occasionally may break
social rules or laws; usually not dangerous

7 Mildly maladjustedwithdrawn: occasionally withdrawn, but
does not require supervision
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8 Adjustment within normal range: tends to be somewhat aggres-
sive

9 Adjustment within normal range: tends to be somewhat with-
drawn

Temperament (activity level; code one)

0 Extremely hyperactive and unstable: totally incapable of func-
tioning

1 Extremely hypoactive: placid; totally incapable of functioning
2 Severely hyperactive: highly unstable; may have short periods of

stability but usually severely hyperactive; incapable of concen-
trated functioning except for very brief periods

3 Severely hypoactive: placid; may have short periods of some
activity but usually severely hypoactive; incapable of functioning
except for very brief periods

4 Moderately hyperactive: unstable; may alternate between periods
of normal activity and periods of hyperactivity or may generally
exhibit moderate degree of hyperactivity functioning; tasks par-
ticularly requiring accuracy or concentration may be impaired by

hyperactivity
5 Moderately hypoactive: placid; may alternate between periods

of normal activity and periods of hypoactivity or may generally
exhibit moderate degree of hypoactivity; functioning usually at
very slow pace

6 Mildly hyperactive: tends to be somewhat unstable; may show
periods of normal activity level with occasional episodes of hyper-
activity; functioning, particularly tasks requiring accuracy and/or
concentration, somewhat impaired by activity level

7 Mildly hypoactive: placid; tends to be sluggish; may show periods
of normal activity level with occasional episodes of hypoactivity
or may generally exhibit mild degree of hypoactivity and slug-
gishness; functioning, particularly on speeded tasks, somewhat
impaired; general functioning at slow pace

8 Somewhat hyperactive, but within normal range of activity level,

no apparent impairment of functioning

9 Somewhat hypoactive, but within normal range of activity level,

no apparent impairment of functioning
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Physical and environmental status:

Sensory handicap (vision and hearing; code one or more and add
sum of code numbers)

1 Totally or almost totally blind
2 Totally or almost totally deaf
4 Severely handicapped in seeing: vision not correctible by

glasses

8 Severely handicapped in hearing: has difficulty when wearing
hearing aid

16 Moderately handicapped in seeing: glasses needed and vision
somewhat limited even with glasses

32 Moderately handicapped in hearing: hearing aid needed and
hearing somewhat limited even with hearing aid

64 Mildly handicapped in seeing: some correction needed; may
wear glasses; with glasses no handicap in seeing

128 Mildly handicapped in hearing: some difficulty in hearing;
may wear hearing aid; with hearing aid no handicap in hearing

256 Minimally handicapped in either hearing or vision: minor diffi-
culty in hearing or vision, but need not wear glasses or hearing
aid; vision and hearing adequate for normal functioning with-
out glasses or hearing aid

512 No handicap in either vision or hearing

Motor handicap (sitting balance, arm-hand use, walking; code one
or more and add sum of numbers)

1 Severely handicappedsitting balance: unable to maintain
sitting balance unless fully supported

2 Severely handicappedarm-hand use: unable to use arms and
hands for any self-help activity

4 Severely handicapped walking: unable to walk

8 Moderately handicappedsitting balance: quite handicapped
in sitting in a chair or at a table; needs a relaxation chair and

a table
16 Moderately handicappedarm-hand use: quite handicapped

for using arms and hands for many self-help activities
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32 Moderately handicappedwalking: quite handicapped in
walking; cannot walk independently

64 Mildly handicappedsitting balance: somewhat unsteady in
sitting in a chair or at a iable, but not handicapped in doing so

128 Mildly handicappedarm-hand Ilse: some difficulty in using
arms and hands for self-help but not handicapped in doing so

256 Mildly handicappedwalking: unsteady gait; may need
braces, but able to get around

512 Not handicapped: in sitting balance, arm-hand use, or walking

Speech handicap (code one)

0 Extremely handicapped: totally without speech
1 Severely handicapped: almost totally unable to communicate by

speech

2 Moderately handicapped: speech hard for a stranger or imme-
diate family to understand; hard to get ideas across in speech

3 Somewhat handicapped: understood by immediate family but
somewhat difficult for stranger to understand; able to get simple
ideas across in speech

4 Mildly handicapped: some difficulty in being understood by a
stranger; able to get ideas across in speech

5 Minimally handicapped: with specific disturbance, i.e., stutter-
ing or stammering; speech can be understood with minor diffi-
culty by a stranger, but stuttering or stammering present

6 Minimally handicapped: with specific disturbance, i.e., defective
enunciation (e.g., lisping) or pronunciation; speech can be un-
derstood with minor difficulty by a stranger, but defective enun-
ciation or pronunciation present

7 Minimally handicapped: with specific disturbance of rate, tone,
or volume, e.g., extremely fast or slow speech, tonal peculiarities,
extremely loud or soft; understood with minor difficulty by a
stranger, but specific disturbance present

8 Minimally handicapped: with no specific disturbance listed in
5, 6, or 7 present

9 No speech handicap
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Environmental status (code one or more and add sum of code
numbers)

1 Extremely deprived: little or no social stimulation and cus-
tomary human environment (e.g., feral man)

2 Severely deprived: institutionalized child without parents or
adequate parent substitutes; severely restricted environment
and little social stimulation

4 Moderately deprivedtransient environments: inadequate
foster home (e.g., frequent changes); and/or institutional
care; inconsistent, inadequate social stimulation

8 Moderately deprivedsevere economic poverty of home en-
vironment: child lacks adequate physical care, e.g., nutrition,
clothing; limited social stimulation or opportunity for intel-
lectual development

16 Moderately deprivedemotionally disturbed familial environ-
ment: parents or parent substitutes emotionally disturbed;
evidence of strong rejection of child and limited social stimu-
lation or opportunity for intellectual development

32 Moderately deprivedgeographical, social, cultural restric-
tions: social prejudices, cultural conflicts, language barriers,
geographical isolation resulting in limited social stimulation
or opportunity for intellectual development

64 Mildly deprivedeconomic: substandard home environment
providing minimal physical care, somewhat limited stimulation
and opportunity for intellectual development

128 Mildly deprivedsomewhat emotionally disturbed familial
environment: parents or parent substitutes somewhat emo-
tionally disturbed; evidence of some rejection of child and
somewhat limited stimulation and opportunity for intellectual
development

256 Mildly deprivedgeographical, social, cultural restrictions:
resulting in somewhat limited social stimulation and opportu-
nity for intellectual development

512 Minimal or no deprivation: adequate social stimulation and
opportunity for intellectual development



Appendix
A Review of

Follow-up Research

ALTHOUGH A NUMBER of writers suggest that prognosis be taken
into account in the diagnosis of mental retardation, no current
system of terminology provides sufficient basis for classifying men-
tally retarded persons in terms of future functioning. It is obvious
that a valid classification system based on adequate prognostic
knowledge would be a major contribution to the field of mental
retardation, and, in the hope of developing such a system, the
mental retardation literature was searched for those studies con-
cerned with follow-up investigations of intellectual, vocational,
and social functioning of feebleminded persons. The following
report is a summary of this review. Only those studies which
consider the functioning of feebleminded subjects over periods of
time ranging from one to twenty years are reviewed. Research
dealing with experimental manipulation of environmental or psy-
chological factors as related to short-term changes in behavior,
and research involving cross-sectional investigations of relation-
ships between feeblemindedness and various social behaviors, are
not included.

EMPLOYMENT

A number of studies' report that a high proportion (one-half
or more) of the sample of defectives are able to obtain regular,
part-Lime, or full-time employment at one time or another in the
individuais history. (1, 2, 3, 7, 9, 13, 15, 16, 18, 20, 24, 26, 30,

"- Bibliographic numbers refer to the list of references to follow-up studies
on pages 123 through 127.
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33, 34, 36, 45, 53) Employment, generally in unskilled laboringoccupations, is characteristically of short duration. (2, 4, 8, 9, 13,15, 16, 18, 24, 26, 30, 33, 34, 36, 45, 53, 55) Positions are fre-quently changed. (4, 20, 36, 55) Although many studies reportwidespread employment of either temporary or permanent status,few studies report a majority of the defectives to be fully or par-tially self-supporting at one time or another. (3, 9, 13, 14, 15, 16,24, 33, 34, 45) In contrast to the successful employment recordsindicated by tnese researches, other studies report that a high pro-portion of the defectives are unemployable or unable to obtainwork, that they fail to be economically independent and requireoutside assistance. (10, 14, 21, 39, 52, 54) The difference inresults might possibly be attributed to differences in intellectual
levels considered in the studies. For example, Delp (10) considersindividuals of IQ below 50, and the results cannot be compared tostudies considering individuals with IQ's above 80. However, therejection of IQ as a significant factor by researchers in the fieldand the subsequent failure to clearly differentiate the samples ac-cording to IQ as related to work histories and successful employ-ment make it impossible to judge the influence of IQ on successful
employment or to compare studies of employed individuals withdifferent IQ ranges.

Several studies compare employment histories of defectiveswith employment histories of normal individuals. (4, 13, 20, 24,36, 53) Defective persons tend to change positions morefrequently than normals. No differences are found in earning
power and competence of defectives and of normals who holdequivalent jobs. Retarded persons tend to work part rather thanfull time, hold un :killed positions, and are generally less able to
support themselves. Only one study reports more morons than
non-morons to be completely self-supporting. (20) Deficientpersons do not differ from normals in starting salaries, job sta-bility, pride in job, whether or not they are employed by self orothers, and level of first position. (20, 24)

Factors related to successful employment and self-support
include: the economic state of the country and demand for un-
trained individuals; presentable physical appearance without no-
ticeable defects; acceptable personalities; positive social adjust-
ment; adequate home environment; extensive training and special
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education; close supervision; level of intelligence; luck; absence
of or minimal delinquency history; nature of position; motivation.
(1, 2, 3, 4, 10, 13, 16, 39, 43, 45) The research does not
agree on factors related to successful employment and factors not
related to successful employment. Several studies report that
physical appearance, race, environment, intelligence, economic

state of the country, family, environment, and past history are

not related to employment. (20, 24) Therefore, it is not possible

to make any definitive statement as to factors which significantly

contribute to independent and successful occupation of feeble-
minded persons.

Conclusions regarding employment potentiality and perform-

ance of defectives must be considered as tentative estimations of

the potential and performance of a heterogeneous population
whose members are not comparable in physical, intellectual, or
personal adjustment. With this reservation, it is nonetheless ev-
ident from an examination of the research that some persons
with below-normal IQ's, if trained and properly supervised, can
perform unskilled tasks. Under optimal environmental conditions
some defectives can be self-supporting; others are completely de-

pendent. Defectives tend to change jobs frequently but under
certain conditions compare favorably to normals with regard to
regularity and quality of work performance.

EDUCATION

High-grade defective persons who are assigned to regular
classes complete about six grades of a traditional academic cur-
riculum. Low-grade defectives in ungraded classes finish approx-
imately four or five years of study. (4, 8, 9, 13, 24, 34) Under

unusual conditions and given strong motivation, a few individ-
uals may successfully complete higher grades. Baller, for ex-
ample, reports that one subject graduated from high school and
attended college for a year. (4) Effects of education as determined

by self-report of the subjects and observations by researchers in-

clude interest in hobbies, improved social behavior, increased
effective communication, and vocational skills. (3, 4, 8, 10, 24,

39) Fairbanks states that schooling which instilled "old-fashioned

morality" was positively related to successful vocational and so-

cial adjustment. (13)
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The effect of teaching methods on improved intellectual per-
formance has been examined by Schmidt and by Hill.2 (19, 44)
Schmidt reports significant IQ increases as a consequence of spe-
cialized teaching methods and individualized curriculum; however,
Hill's research contradicts Schmidt's findings. No conclusion,
therefore, can be made about the effects of special education on
IQ changes.

In summary, education of the feebleminded is limited to ap-
proximately five years of attendance in regular or special classes.
Improvement of IQ is questionable; however, training and edu-
cation may contribute to improved social and personal behavior
and vocational skills.

SUPERVISION

Studies considering the effects of supervision on economic
success and social adjustment generally agree that a high propor-
tion of the subjects required guidance and supervision. (7, 12,
15, 16, 21, 30, 45, 61) Actively supervised defectives had
greater prospects of becoming more successful than individuals
who were not supervised or who received only occasional guid-
ance. (7, 15, 16, 30, 45) Supervision and guidance, although
varying according to the individual's need, implied employment
placement and recommendations regarding social and family be-
havior. Only one study reports that a low proportion of the
sample population required any form of guidance, (13) and
only one researcher found that retarded individuals did not differ
from nonretarded individuals in the need for supervision. (20)

Generally, therefore, feebleminded individuals who are ac-
tively supervised over relatively long periods of time according
to professional recommendations have relatively greater prospects
of becoming successfully adjusted than feebleminded individuals
who are not guided or supervised.

RECREATION

Leisure interests of feebleminded persons include a range of

2 The validity of Schmidt's data has been challenged. (25, 35)
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activities such as television viewing, reading, church attendance,
and pursuit of hobbies acquired in school. (8, 10, 13, 20, 39,
53) Jastak reports that retarded persons have a range of interests
similar to normals. (20) The research generally agreed that de-
fectives tend to be submissive in social situations and prefer soli-
tary activities revolving around home and the church.

MARRIAGE

Bailer (4) and Charles (9) find that fewer defectives than
normals marry, in contrast to a majority of studies which reportthat a high proportion of noninstitutionalized male and female
defectives marry or enter common-law relationships. (4, 5, 8,9, 13, 15, 20, 34) In comparison to male defectives, female de-
fectives marry younger, select a more intelligent mate, and are
more successful in maintaining relatively stable family relation-ships. (4, 8, 13, 20, 22) IQ of females is not related to age of
marriage; females of low IQ are more successfully married than
females of higher IQ. (22) Kaplan (22) concludes that adequate
personality and sterilization are two factors which may possibly
contribute to successful family life of low-/Q females.

Several studies found a high proportion of the sample to be
successfully married, with marriage stability comparable to na-
tional norms. (9, 20, 24) However, a majority of studies con-clude that marriages of defectives or retarded persons are of
varying stability, produce more children than normals, and are
characterized by frequent separations and divorces. (4, 9, 13,22, 24)

HEALTH AND INSTITUTIONALIZATION

Health and general physical appearance of a high proportion
of defectives is reported to be good by several studies. (8, 9, 20)
Other studies find that feebleminded individuals have a higher
than normal death rate and are particularly susceptible to tuber-
culosis and other respiratory illnesses. (4, 9) Charles (4) and
Bailer (9) concluded that among defectives there is a positive
correlation between intelligence and life span.

The data regarding the percentage of subjects who, after aperiod of time, are reinstitutionalized is vague. Bailer, however,
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specifically stated that 7 per cent were reinstitutionalized and if
the number included those who died in institutions and those
paroled, the figure would be 11 per cent. If subjects committed
to reformatories were included, the percentage would double.

SOCIAL ADJUSTMENT

A number of studies conclude that a high proportion (one-
half or more) of the subjects are making a satisfactory adjust-
ment. (4, 8, 14, 15, 20, 21, 28, 30, 33, 52) Generally satis-
factory adjustment means the ability to conduct oneself without
too many major offenses of misconduct, the ability to function on
a job or, if unable to work, the ability to be managed without too
much supervision. Other studies report that a high proportion
(one-half or more) of the subjects are making a less than sat-
isfactory adjustment, have court records, are troublesome per-
sonally, and function marginally in the society. (4, 5, 14, 21, 45)
Still other researches report that a high proportion (one-half or
more) of the subjects are failing to make an adequate adjust-
ment and are, for the most part, dependent on others for help,
have extensive court records, and are limited in the ability to
conduct themselves according to acceplgble social standards. (6,
17, 37, 39, 54)

Interpretation of what constitutes adjustment differs consid-
erably among the various studies. Adjustment can imply a suc-
cessful marriage, partial employment, total self-support, or merely
the ability to control antisocial impulses or remain alone in the
home for a short period of time. Evaluation of sodal adjustment,
therefore, depends on the criteria used in an individual study.

Although analysis of the various studies indicates possible
trends of social behavior of the defectives, it must be noted that
in many ways the various studies are not comparable. For ex-
ample, studies of social adjustment include populations of vary-
ing IQ's and age ranges. Jewell (21) considered the social ad-
justment of subjects ages 7 to 25 without clear indication of the
influence of maturation on behavior, while Bijou (5) examined
the adjustment on a scale from incapable to excellent but failing
to indicate the IQ or age distribution in each category of social
adjustment.
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Factors reported to be associated with social adjustment of

persons classified as below normal in intelligence are: extent of
training, supervision, schooling, and intelligence; personality at-
titudes and emotional environment; physical appearance and
health. Factors that were not associated with the social adjust-
ment of persons classified as below normal in intelligence are:
age, intelligence, and extent of previous training; psychological
disturbances; economic status. It is evident that factors consid-
ered by some to be independent of social adjustment were also

found by other researchers to be related to successful social ad-
justment.

The research generally suggests that, given extensive training
and adequate supervision with regard to both personality and em-
ployment, the feebleminded person can, in some instances, make

a moderately successful adjustment in the community. However,
careful training and guidance are necessary if the legal codes
of society are not to be violated.

IQ

Changes in IQ on the basis of test-retest data are available in

relatively few follow-up studies. The studies which investigated IQ
changes include research specifically concerned with measuring
IQ changes as related to training or therapy and studies which
considered IQ as part of a major investigation of many behavioral
factors. A number of studies report that IQ of subjects classified

as below normal in intelligence increased significantly as a result
of training, psychotherapy, institutionalization, and post-school
experiences and supervision. (9, 16, 31, 34, 36, 43, 50, 57) In
contrast, other researches report that IQ of subjects classified as
below normal in intelligence remains constant or decreases sig-
nificantly. (10, 13, 19, 38, 39, 51) IQ of defectives is reported
to decrease with age, with the greater losses occurring with lower
mental ages. (27) Other research reports that the IQ of defec-
tives decreases with age with the greater losses occurring with
higher mental ages. It is also stated that IQ of children below
ten years of age decreases, and IQ of children above ten years
of age tends to show an increase. (10, 39, 51)

Interpretation of these results is complicated by the fact that
different tests were used for initial and follow-up testing. Rarely
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has the entire initial sample been tested in the follow-up because
of a lack of cooperation, deaths, or failure to locate subjects. It
is difficult to estimate the degree and direction of bias introduced
by these factors; however, these facts contribute to the tentative
nature of possible conclusions about changes in IQ.

Although there appears to be some inconsistency among the
studies reviewed, in general studies reporting increases in IQ
have involved intervening factors such as enriched environment,
specialized training, and psychotherapy. Perhaps the differences
among the studies reporting increases and decreases in IQ can
be accounted for by the differences in the intervening experiences
of the subjects.

The relationship between IQ and various follow-up measures
of successful adjustment has been investigated by several studies.
The conclusions suggest that IQ is positively related to successful
employment of males, to delinquency, classroom performance,
and social adjustment. (1, 4, 8, 10, 17) On the other hand, a
review of the studies also suggests that IQ is independent of social
adjustment, employment, delinquency of females, length of time
on job, and wages received. (4, 6, 18, 24, 26, 37) Other studies
indicate that IQ is negatively related to delinquency, span of life,
and health. (4, 13, 16) It is apparent that the results of the var-
ious studies are inconsistent with regard to the relationship be-
tween IQ and delinquency, social adjustment, and some aspects of
vocational success.

SUMMARY AND CONCLUSIONS

The results of follow-up research indicate that some mentally
retarded persons can function adequately in society and that
training, supervision, and guidance increase the probability that
a retarded person will make a successful adjustment. However,
beyond this general conclusion, the follow-up studies do not offer
a concrete basis for prognostic terminology.

With few important exceptions, the methodology of the fol-
low-up research does not permit firm conclusions about long-term
functioning of mentally retarded persons. In most studies, subjects
were incompletely and often vaguely described. Other than some
indication of IQ level, few studies made a serious attempt to de-
scribe their samples in any detail. Moreover, there was wide var-
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lability from study to study in the kinds of subjects considered,
and there is almost no basis for evaluating the reliability of the
findings of one study in terms of other comparable research.
Periods of follow-up ranged from one to twenty years, and often
it was difficult to determine the exact period covered by the re-
search. Also, while some studies began with a relatively large
sample, careful inspection of the data frequently revealed that
few subjects were actually followed for the total time reported in
the research. Measurement of variables was often gross and un-
reliable, with little apparent concern for validity of the measure-
ment procedures used. Many studies focused on limited aspects
of one kind of functioning, and provided no information about
other facets of the subjects' lives, making it impossible to derive
any overall conclusions about total functioning.

In general, the results of many of the studies seems to be
reflections of the particular biases of the researchers, with cycles
of optimism and pessimism running through the literature. Few
studies take into account the social conditions that their sub-
jects encountered, an important fact to note in that successful
functioning is a function not only of the subjects but also of the
stresses in the society in which the person attempts to adapt. In
summary, the follow-up research is characterized by biases of
varying degrees of subtlety, by confusion and contradiction, by
inadequate and inaccurate presentation of data and results, and
by striking inconsistencies within and between studies.

Notwithstanding the shortcomings of the great majority of
studies in this area, the few adequately conducted studies, despite
their limitations, demonstrate the potential value of follow-up
investigations. Perhaps most important in these future investiga-
tions is the need for a standardized and comprehensive descrip-
tion of the subjects that will permit some objective basis for
evaluating level of functioning over time. Without such a de-
scription, conclusions about follow-up functioning cannot be tied
consistently to previous diagnostic information, and there can be
no systematic basis for rigorous investigation of prognosis. Thus,
if follow-up research is to be conducted in the future, a minimal
requirement of such research must be thorough, detailed, and
multidimensional descriptions of the subjects studied.
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